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Some cases of menstrual pain are cured by dilatation of the cervix, 
others are not. It is plain that the former cases have at least one 
feature in common. The latter may be of the most diverse kind. 

The present contribution differs from that of Sir J. Williams, 
with a somewhat similar title, published in Vol. XXIV. of the 7’rans. 
Obst. Soc., in that he appears to have based his paper upon cases 
comprising menstrual pain of every kind. What we have to say 
applies chiefly to menstrual pain curable by dilatation of the cervix. 

In the present paper we purpose to analyse some cases from the 
records of the London Hospital, and from the private practice of one 
of the authors. We wish to express our thanks to Dr. Lewers for 
permission to use the notes of some of his cases. The only selection 
that has been made is that only those cases have been taken of which 
the after-history is known. In the large majority of these cases, if 
not in all, medicinal treatment had been tried, and had been 
unsuccessful. 

The reports of the cases on which this paper is based, have not 
been made specially for it. They were made in the ordinary routine 


* Read at a meeting of the Obstetrical Society, December 3rd, 1902. 
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of practice, without any ulterior purpose. Hence they were not 
always so complete as we could wish; but they were made without 
preconceived bias. 

Although this disease is a common one, and the method of treat- 
ment is not novel, yet works have even recently appeared, by authors 
of high reputation, professing to give accounts of the diseases of 
women complete enough for the needs of the student and practitioner, 
but without any mention of this disease or its treatment. We may 
refer to the works of Baldy, Skene, Garrigues, Gebhardt, and Runge. 

In the writings of authors who mention that dysmenorrhea. is 
sometimes cured by dilatation, we find theoretical statements as to 
its causation. But we find no author who has analysed his experience 
to find out the frequency of such cases, the duration of the cure, or the 
characters in which such cases differ from cases of monthly pain not 
curable by dilatation. 

One theoretical statement repeated by many writers, among whom 
we may mention Gusserow, Giles, More Madden, Schroeder, Hart 
and Barbour, and Pozzi, is that dysmenorrhea is due to anteflexion. 
A paper was published in 1881, in the Transactions of this Society, 
by one of the authors of the present communication, in which it was 
shown that anteflexion was present with precisely the same frequency 
in women who menstruate without pain as in those who menstruate 
with pain; and that in women with anteflexion no greater proportion 
menstruate with pain than among those whose uteri are straight. In 
the same year Vedeler, of Christiania, published an investigation 
made independently, which led him to the same conclusion. No one 
since has brought forward any evidence to controvert these state- 
ments, nor even attempted to do so. 


Some who speak of anteflexion as a cause of dysmenorrhea do so 
with the qualifying adjective of “ pathological” anteflexion. 
Schultze has described how pelvic peritonitis or pelvic cellulitis may 
produce anteflexion. Without discussing how far the effects of 
pelvic peritonitis and cellulitis are modified by any change produced 
in the shape of the uterus, we may point out that among the class of 
patients who come to be treated for dysmenorrhea, pelvic peritonitis 
and cellulitis are excessively rare. With the exception of Schultze, 
we know of no writer who has shown in what way the “ pathological 
anteflexion” which causes dysmenorrhea differs from anteflexion 
which is not pathological. 

One of the conclusions reached by Sir J. Williams is that the 
uterus is imperfectly developed. But he found that menstruation in 
his cases began at about the same age as in the average of women in 
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London. We give the details of our cases which bear on this point. 
Menstruation commenced at the following ages in 71 patients with 
dysmenorrhea cured by dilatation. The first column shows the 
number beginning at each age, the second column the calculated 
proportion per thousand, the third the numbers commencing at the 
different ages in 1,000 women, tabulated by Dr. Giles :— 


Age. I. pi III 
oe ani , secre Se 37 
re er MP asssxacis 85 
ree Oe sein Jee 188 
eres Me rere 211 
ne Ce | dere 173 
ee BP sidsiaves err 151 
ere DB suain (rere 76 
oe oie | ores eres 28 
ee en | 18 
We tativihes D intone BP xencsaues 6 


In further considering our cases, we shall compare those which 
were cured by dilatation with those in which dilatation was done, but 
the pain was not removed. 

Sir J. Williams, in 873 cases, found only 11 of acquired menstrual 
pain. Our experience is different. Of 67 cases cured by dilatation, 
in 40 the pain dated from the beginning of menstruation, in 24 it was 
acquired later—z.e., roughly, in about one-third. Of 36 where dila- 
tation was done without benefit, in 18 it was primary, in 18 acquired. 
It seems, therefore, that primary dysmenorrhea is more likely to be 


cured by dilatation than that which is acquired. Putting the figures 
in another way, we have :— 


Primary, 61. 
Unsuccessful married... $3 we ap i 7 
~ single 63 es ar 
18, or 30%. 
Successful married... ae sae ~ ee 24 
* single 


43, or 70%. 


AcquireD, 42. 


Unsuccessful married... Ree oe ed oe ll 
“ single ve - “0 7 
18, or 43%. 
Successful married... Bee ae me sha 11 
5 single 13 


24, or 57%. 
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The following are the ages at which the menstrual pain began in 
the cases which were cured by dilation: 


Age. 
11 
12 
13 
14 
15 
16 
17 
le 

19 

20 

21 

22 

23 

24 

26 

28 

31 

37 


— 
tH FAA AS © Coe 


. 
vy 
as 
S 


m— me DD ee bD Oo CO Ot 


It will be seen that all but 5 began to have pain before the age of 25. 


The interval between the first menstruation and the beginning of 
pain was :— 


2 years in 1 case. 
3 ””° ” 1 ” 
4 4, 4, 5 cases. 
5 ” ” 2 ” 
6 ” ” 5 ” 
7 ” 2 9 
8 i sea) Ses: 
OF ah. Waeor wie 
10 m0 1 case. 
i) nee eee umes 
13 + ogy «SO CASES. 
18 ~=~«4 =, 1 case. 


This shows that dysmenorrhea 
the first half of menstrual life. 
generally seek treatment very 


may be acquired at almost any time in 
Patients with dysmenorrhea do not 
quickly, for they are of the class of 





patient in whom feelings of delicacy are most powerfully operative. 
The following tables show that the result of treatment is not 
materially affected by the length of time the dysmenorrhea has 
lasted, the age of the patient when treated, or the duration of married 
life : — 
AGE OF PATIENTS WHEN TREATED. 


18—20. 21—25. 


: 26—30. 31—35. 36—40, 41—46. 
SuccessfulCases 77 6, or 87; 27, or 35% 27, or 35% 13, or 177 4, or 5) 0 
Unsuccessful ,, 41 5, or 12% 15, or 37% = 18, or 32% 4, or 107% 3, or 7% 1, or 2/7 
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DuraTIoNn OF MarRriED Lire Berore TREATMENT. 


Underlyear. 1—2years. 2-3 years. 3—4 years. i—5years. Oth, 5 years, 


Successful Cases, 42 5, or 12% = 10, or 24% 6, or 14% 4, or 9% 3, or 7% 14, or 34% 
Unsuccessful ,, 21 1, or 5% 0 5, or 24% 3, or 14% 3, or 14% 9, or 48% 


Duration oF DysMENORRHGA BEerorE TREATMENT. 
Less than 


More than 

1 year. 1—2 years. 2—3 years. 3—4 years. 4—5 years. 5-6 years. 6 years. 
Successful Cases, 72 1, or 1% 4, or 6% 2, or 3% 4, or 6% 4, or 6% 3,o0r 4% = 54, or 74% 
Unsuccessful ,, 37 0 2, or 5% 3, or 8% 2, or 5% 3, or 8% 4,or11% 23, or 62% 


We think that the diagnosis of spasmodic dysmenorrhea—i.e., of 
the kind of menstrual pain that is cured by dilatation, can only be 
made by the characters of the pain. We shall examine our cases 
from this point of view. The pain felt with menstruation may be of 
two kinds—a general aching due to the congestion of the pelvic 
organs which precedes menstruation, which is relieved by the 
bleeding from the uterus, and the sharp spasms of uterine colic. The 
former is not affected by dilatation of the cervix; the latter is often 
cured by it. The clinical difference between the aching of pelvic 
congestion and the spasm of uterine colic is that the former precedes 
menstruation, often by several days, while the spasmodic pain usually 
begins either with the flow or within a very short time of its 
appearance. 

The following table shows that in three-fifths of the cases cured 
by dilatation the time at which the pain began was very close to that 
at which the flow began. In most of those which were not affected 
by dilatation the pain began two days or more before the flow : — 


Onset or Pain. 


With flow, ora few hours More than 2 days 
before or after begin- 1 day before begin- 2days before begin- before beginning 
ning of flow. ning of flow. ning of flow. of flow. 

Successful Cases, 73 42, or 68% 9, or 12% ll, or 15% ll, or 15% 
Unsuccessful ,, 71 12, or 307 5, or 12; 7, or 17% 17, or 41% 


The pain of pelvic congestion not only vegins earlier but lasts 
longer than the pain of uterine spasm. In the following table it will 
be seen that of those not cured by dilatation, in more than half 
the pain lasted more than four days, and in only a fifth was it limited 
to two days. Of those cured by dilatation, in just upon half the pain 
lasted less than two days :—~ 


Duration oF Pain. 


Less than lday. 1—2 days. 2—3 days. 3—4 days. More than 4days 
Successful Cases, 68 15, or 22% 18, or 27% 10, or 144 8, or 12% 17, or 25% 
Unsuccessful Cases, 38 4, or 10% 4, or 10% 6, or 13% 5, or 13% 20, or 54% 


The pain of pelvic congestion is constant, that of uterine spasm 
intermittent. 
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The following table shows that in the cases cured iy dilatation 
the pain was of the paroxysmal kind in four-fifths, whilst amongst 
those not cured by dilatation it was constant in three-fourths. In 
some cases both kinds of pain were present. In one-fifth of the cases 
cured by dilatation the pain was said to be constant. Two explana- 
tions may be given of this. One is, that the pain was due to tonic 
spasm of the uterus. The other is, that the record was incorrect, 
either because the patient misunderstood what she was asked, or mis- 
described her pain, or because the reporter misunderstood the 
patient’s answers to questions : — 


CHARACTER OF PaIN. 


Successful Cases, 67. Unsuccessful Cases, 35. 
41, or 61% Paroxysmal 9, or 26% 
15, or 22% Constant 18, or 52% 
Constant with exacerbations 3,or 8% 
11, or 17% Constant and Paroxysmal 5, or 14% 


Another difference between the pain which is relieved by dilata- 
tion and that which is not, is in the effect of position. When the 
spasmodic pain is very bad the patients say that they cannot lie 
still; if they lie down they roll about with the pain. The pain of 
pelvic congestion is relieved by quiet recumbency. But a patient 
with very severe pain may prefer to lie down, even if her pain is not 
thereby lessened. Hence, whether the patient finds herself better 
while lying down or not depends much upon her idiosyncrasy. 

The following table shows that in most of the cases cured by 
dilatation lying down did not relieve the pain :— 


Errect or Position. 


Successful Cases, 53. Unsuccessful Cases, 24. 
43%, or 23 Relieved by lying down 12, or 50% 
57%, or 30 Not relieved by lying down 12, or 50% 


The pain of spasmodic dysmenorrhea is very severe. It is 
generally accompanied by nausea, and in about one-fourth of the 
cases by vomiting. There may be other manifestations of suffering 
which are detailed in the table which follows. Some of these, such 
as headache, prostration, feeling of heat and cold, and faintness, are 
to be attributed to the general disturbance—raised vascular tension 
and lowered nervous tone—which precedes the full establishment of 
menstruation, rather than to pain. Symptoms directly due to 
increased afflux of blood—aching in the breasts and pain on micturi- 
tion—in our collection of cases occurred only in the cases not cured 
by dilatation. In thirteen of the cases not cured by dilatation the 
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pain was so bad as to produce vomiting, and in one to “double up” 
the patient. These we take to be genuine, but incurable, cases of 
spasmodic dysmenorrhea : — 


EFFECTS oF Parn. 
Successful Cases. Unsuccessful. 
15 Vomiting 13 
Nausea without vomiting 
“ Doubled up” 
Sweating 
Fainting 
Faint feeling 
Laid up 
Rolling about 
Diarrhea 
Headache 
Prostration 
Vertigo 
“Comes over hot ” 
Feels cold 
Pains in breasts 
Painful and difficult micturition 
Loses uses of limbs 


| bb ON Se = > 


In many of the cases no special effect of the pain is noted. 


Those who have searched carefully for membranes in cases of 
dysmenorrhea have found them to be passed very frequently. In 
our cases as a rule special search was not made, for whether a patient 
who menstruates with pain passes membranes or not is only important 
theoretically. The treatment is the same whether membranes are 
passed or not. Passage of membrane is noted in 7 cases : — 


Successful married. 
Unsuccessful _,, 
Successful single. 
Unsuccessful ,, 

(1 doubtful). 


bo 0 


In most cases of dysmenorrhea there is no sign of organic disease 
of the uterus. Those who have tried to find a physical basis for 
dysmenorrhea have been, as is known, reduced to describing as the 
cause of the dysmenorrhcea peculiarities in the shape of the uterus 
or of the cervix, which are found also in women who menstruate 
without pain. We find physical signs noted in five cases only. In 
one, a single woman, treated with success, there was an erosion of the 
cervix; in two single women, unsuccessfully treated, there was in one 
an imperfectly developed uterus, and in the other a small fibroid; in 
two married women, treated with success, there was smallness of the 
vaginal orifice, causing dyspareunia, and in one of them retroflexion. 
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The most obvious explanation of the cure of menstrual pain by 
dilatation of the cervical canal is that the pain is caused by 
narrowness of the canal. The cervical canal of a young multiparous 
woman has never been seen narrow enough to mechanically hinder 
the passage of the few ounces of blood that are lost at each menstrual 
period. Such stenosis exists only in diagrams. But during 
menstruation the body of the uterus contracts and the cervix dilates. 
The former is believed to take place, because it is observed in 
pregnancy, labour, and in uteri enlarged by fibroids to a degree which 
makes it possible to observe the fact of contraction. The latter has 
been shown to occur in a paper published in Vol. XXXVI. of our 
Transactions. But the cervix, if not narrow enough to mechanically 
hinder the outflow of blood, may yet be small and rigid, and not dilate 
as it should during menstruation; and it is possible that such 
deficient dilatation or dilatability may be the cause of the painful 
spasms. 


We give some measurements, made in the way described in the 
paper referred to, of the size of the os internum and os externum of 
some multipare, and of the os internum of some parous women who 
had pain with menstruation. To compare with these we give some 
measurements, made in the same way, of patients who menstruated 
without pain. They are few, because multipare, who menstruate 
without pain and are free from local disease, seldom present them- 
selves for examination. The numbers in the table indicate the size 
of the largest bougie small enough to pass through the internal os. 
Bougies were passed beginning with large ones which would not go 
through the os, and then successively smaller ones. The first that 
would pass is that noted in the table :— 











PAINFUL. 
Multiparous. Parous. 
Ext. Os. Int. Os. Int. Os. 
Less tha 

PDS Wa Seana seus hee 4,or 12% _...... lor 3% 

og i ee Ce , a re 
INGE MS csusasaece oer 5,or 16% ...... 2,or 5% 
a Saereree re  - . are i. ee 5, or 13% 
Me: PU xkrinsniide 5,or 14% ...... S,origy lc... 12, or 31% 
ee epredKine a. aren Cer 19%. ...... 3,or 8% 

ie. ae Ree OH ees. S07 CH C...... 
a a? ereree S,or 14% ...... a a 2,or 5% 
INO: 0! sss0s ces s,or OH ....... ee, ree 6, or 15% 
hye eee S,er33% ...... ee 3,or 8% 
PR sduckinte errr 5, or 15% 


37 Cases. 32 Cases. 39 Cases. 
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PAINLESS. 
Multiparous. Parous. 
Ext. Os. Int. Os. Int. Os. 
Less than 

INOS 3 navies eg ree kee 
INO= Ge ose —— inane me 8, or 12% 
) a errr ——— ae 3,or 50% ...... 13, or 19% 
a aeeererocer eee ey ree 6,or 9% 
Nos 488 ashiiass Dy rrr pi ee 9, or 13% 
| ares eee 4,or 6% 
Noy PO! ccccas.s: ee = auased 5,or 7% 
|. eee ee eee 4,or 6% 
Nos VW? osecseck 4,0r66% 2.0... eee 18, or 27% 

6 Cases. 6 Cases. 67 Cases. 


It will be seen that, while there is no great difference in the size of 
the canal in the two sets of cases, yet cervical canals admitting only a 
small bougie are more frequent among the cases with painful 
menstruation. We have notes that the canal offered unusual resist- 
ance to dilatation in fourteen cases. Of these nine were married, and 
dilatation removed the dysmenorrhea in five; five were single, and 
dilatation was successful in four. 

Without claiming to have substantiated the statement, we are yet 
of opinion that undue smallness and rigidity of the cervical canal is 
sometimes a condition underlying, and perhaps causing, spasmodic 
dysmenorrhea, acting, not by causing mechanical obstruction, but by 
presenting physiological dilation. The treatment of these patients 
consisted in the dilatation of the cervical canal by bougies. 

The following table shows the known duration of cure :— 


Duration oF Curz (SINGLE Women). 


Under 1 year. 1—2 years. 2—3 years. 3—4 years. 4—5 years. 5—6 years. 
~lmth* 2 lyr. 12 yrs. 3.3 yrs.* 1.4 yrs.* 
.2’mths. 1. Llyr.* 1. 2h yrs. 1.3} yrs. 
.3 mths.* 2. 
1 
1 


} yrs.* 


1. 
1. 53’ yrs.* 


or cr 


tet et OD 


. 3’ mths. 
. 4 mths.* 
. 5’ mths. 
.5 mths. 
. 5 mths.* 
.6 mths. 
. 6 mths.* 
. 7 mths.* 
. 9 mths.* 
(Pain noten- 
tirely gone) 
2. 10 mths.* 
1. 11 mths.* 


The 2’, 3’,and 5’ months and 5}’ years * all refer to the same case, 7.¢., this patient was dilated 4 times, 
relief following the last dilatation lasting 5} years *. 

* after a number means that the pain had not returned when the patient was last heard of. 

None of the cases of ‘‘ 1 month* ” were in hospital during the first menstrual period after dilatation. 


i) 


et et DOO bt 
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Duration or Cure (Marrigp Women). 


Under 1 year. 1—2 years. 2—% i 3—4 y —5 years 
1. 2mths* 1. Lyr* $2 ym* 1, Sym* 1.4 amt 
1. 2 mths. 1. 16 mths.* 1. 34 yrs.* 1. 41 yrs.” 

(then partial (Pain not i 
return) quite gone) 

2. 3mths.* 1.17 mths.* 

1. 3 mths. 1. 18 mths.* 

3. 4mths.* 1. 21 mths.* 1. 6 yrs.* 

1. 4 mths. 2. 22 mths.* 1. 19 yrs.* 

“Pain trifling” 

2. 5 mths.* 1. 22 yrs.* 

3 


6 mths.* 8. Pregnant 
when last 
heard of, no 


pain till then 
1. 7 mths. 


1. 8 mths.* 
(Pain not quite 
gone) 

1. 9 mths. 
(then partial 
return) 

1. 10 mths.* 
1. 11 mths.* 
1.“Some mths.” 
(then returned) 


A second dilatation was done in 9 cases :— 


2 Married unsuccessful. 
1 Single ~ 

2 En successful, 

4 Married 6 


In one single woman a 4th dilatation proved most successful. 


The 2’, 3’, and 5’ months, and 53’ years * all refer to the same case, i.¢., this patient was dilated 4 times, 
relief following the last dilatation lasting 5} years”. 

* After a number means that the pain had not returned when the patient was last heard of. 

None of the cases of ‘‘ 1 month* ” were in hospital during the first menstrual period after dilatation. 
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The last point to which we direct attention is the association of 
spasmodic dysmenorrhea with sterility, and its cure by dilatation. 


Fertility: 62 married patients. 


Before dilatation 2. 
1 of the successful cases had had 2 miscarriages. 
1 of the unsuccessful cases had had 9 children and 2 miscarriages. 
After dilatation 16 patients became pregnant, all of them among the 
successful cases—i.e., 16 out of 41, or 39%. 





PERIOD OF STERILE MARRIAGE BEFORE IntERVAL Between DI.a- 
DILATATION. TATION AND PREGNANCY. 
1. 1 month ae oe bes ee sis ve 1 month. 
2. 2 months roe eat ae aes oe ts q 
3. 6 months oe oe he we 2 months. 
4. 10 years to Ist husband, 6 months to 2nd ... 2 months. 
5. 7 months me Joe one See nea 2 months. 
6. 1 year bee Se cr ae Bee es q 
7. 1 year ds 10 months. 
8. 13 months 1 month. 
9. 14 months 1 month. 
10. 2 years 5 months. 
11. 2 years 8 months. 
12. 2 years ios nee te is 8 me 9 months. 
13. 34 years sa si en ses ie eh q 
14. 5 years as a as oe us ih Under 1 year. 
15. 6 years axa as bi sk te ... 14 months. 
16. 10 years oe ne ae oe ms are q 


No 8, who had been married 13 months before treatment, had had 
vaginal fixation performed, and the vaginal orifice enlarged. 
In none of the other cases which became pregnant after dilatation had 
the vaginal orifice been enlarged. 
The pain began after marriage in 
4 out of 39 successful cases, or 10% 


7 out of 19 unsuccessful cases, or 37% 
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FIBROIDS, HEART DISEASE, SYNCOPE, AND 


PULSE. 
By ALBAN DORAN, F.R.CS., Surgeon to the Samaritan Free 
Hospital. 


A BLEEDING uterine fibroid may cause more or less acute anemia, but 
hemorrhage, as Brosin has shown, does not necessarily cause heart 
disease. In bleeding cancers he found that the heart often remained 
remarkably strong. In any case of fibroid with cardiac symptoms we 
must make allowance for possible coincidence of heart disease, for 
medication, and also for bulkiness of the tumour embarrassing the - 
circulation. Pressure on the ureters may indirectly affect the heart 
by causing renal disease. 

Dr. Wilson, of Birmingham, in a valuable essay! on “ The 
Relations of organic affections of the heart to fibro-myoma of the 
uterus,” notes that he detected in three cases hypertrophy of the 
heart, though the tumour was of moderate size. This hypertrophy 
is followed by dilatation of the cavities and degeneration of the 
muscular walls of the organ. Dr. Wilson refers to the researches of 
Spiegelberg and Angel Money who detected a special hypertrophy of 
the heart in pregnancy. But fibroid disease has not a definite course 
and term like pregnancy, so that when hypertrophy of the heart sets 
in as the result of the growth, the cardiac disease may become serious. 
In one of Wilson’s cases there was no anemia. Three years after 
hysterectomy the signs of hypertrophy had vanished. Another case 
died on the tenth day from perforation of a duodenal ulcer. The 
heart was examined, it was the seat of dilatation following hyper- 
trophy, with fatty and fibroid degeneration. 

Dr. Wilson’s essential hypertrophy of the heart in uterine fibroid 
disease deserves further study by physicians. He rightly shows that 
plugging of veins is a complication specially liable to occur when 
heart disease exists in a case of fibroid. Ergot, he finds, has a bad 
effect when there is cardiac mischief. 

The deaths which may occur suddenly after the removal of a 
fibroid of large proportions have been occasionally traced on post- 
mortem evidence to cardiac degeneration. Kessler relates the sudden 
death of a patient on the seventh day after the removal of a tumour 
weighing 60 Ibs.2, The left ventricle was much hypertrophied, and 


1. ‘Trans. Obstet. Soc.” Vol. xlii., 1900, p. 176. 
2. Zeitschrift fiir Geburtsh. u. Gynik. Vol. x\vii., p. 77. 
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its walls showed evidences of myofibrosis also seen in the auricles. 
There was no embolism. The patient was fifty-four years old, the 
operation was complicated by adhesions, and we all know that the 
heart fails in some patients after the extirpation of any large tumour. 
We have, however, to do with fibroids at present, and so it is right to 
bear in mind about affections of the heart whether “essential” or 
otherwise. To counteract danger from heart-failure several remedies 
are known. I find that sparteine answers in some cases where the 
kidneys are involved, but strychnine is so universally acknowledged 
as the best drug for the purpose, that I need not say more about it. 
It is well known, however, that whilst strychnine tides over the perils 
of shock during the first two or three days, it is useless if sepsis 
establishes itself. 

The practical advantage of considering the heart in relation to 
fibroids and hysterectomy is that we are often called upon to dis- 
tinguish shock both from hemorrhage and from sepsis. Some 
operators look upon a death from sepsis as a stigma, others think that 
when a patient succumbs to what looks like shock, it is more honest 
to attribute the loss to an overlooked septic focus. Since so much is 
known—thanks to pathologists—about septicemia, we seek from 
physicians a little more definite teaching about the heart in relation 
to fibroids. 

When I heard Dr. Wilson read his interesting essay, it struck me 
forcibly that the innervation of the heart might sometimes be 
affected through a change in the ovaries associated with the fibroid,* 
or through the removal or retention of those organs when the uterine 
tumour is taken away. In one of Wilson’s cases where the cardiac 
hypertrophy disappeared after hysterectomy, the patient was subject 
for a time to frequent flushes of heat, and palpitations. At the end 
of the third week after the operation there was an unaccountable 
attack of collapse, the pulse rising very high, the temperature falling 
to 96°. Chavannaz and Fieux, of Bordeaux, treated a patient sub- 
ject to dysmenorrhea all her life. They traced the trouble to a 
fibroid which was found strongly adherent to intestine. The pulse 
was very irregular. Panhysterectomy with removal of both ovaries 
was performed. Near the end of the operation the pulse stopped, 
and the anesthetic had to be suspended. After convalescence the 
pulse became perfectly regular.‘ 

3. Such changes seem always the result of the fibroid disease; none have ever 
been detected which afford the least evidence that the original cause of this common 
form of new-growth lies in the ovaries. 


4. ‘‘Revue mensuelle de gynécologie, obstétrique, et pédiatrie de Bordeaux.” 
March, 1902, p. 186. 
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For my own part, I am chary about attributing these bad pulses 
to heart disease due to fibroid. After the removal of any large 
tumour a patient may have palpitations. In some instances they 
seem akin to nightmare. In 1887, I performed ovariotomy on a 
woman aged 49 who menstruated freely. She was fairly healthy, 
though slightly anemic. Dr. Goodhart made the following note of 
the condition of the thorax:—‘A grating first sound, no thrill on 
palpation. Hemic systolic murmur at apex diffused over precordial 
region from nipple to sternum and upwards to the level of the third 
left rib. Inaudible posteriorly and in axilla. Good respiratory 
murmur. P. 96, hard.” The patient disliked sleeping on her back 
as it caused nightmare. I removed a large cystic tumour of the left 
ovary containing 20 pints of fluid and did not amputate the right ovary. : 
On the third day she had a violent attack of palpitation at 10 a.m., 
followed on the twelfth day by a yet more severe attack, beginning 
during sleep. The patient made a good recovery, the anemia dis- 
appeared and she had no more palpitations. She was lying on her 
back when both attacks occurred. This case makes me careful when 
I note a bad pulse after hysterectomy not to attribute it without 
due evidence to any cardiac mischief essential to fibroid disease. The 
symptoms were probably caused by disturbance of circulation after 
the removal of a great quantity of fluid, aggravated by the patient’s 
position at the time. They might well have occurred after the 
removal of a large cystic or solid fibroid. I have had several cases 
where palpitations followed hysterectomy. On the question of keep- 
ing the patient on her back I need not dwell. 

Circulatory troubles are certainly observed in cases of fibroid 
where only moderate menorrhagia or no bleeding at all exists. In 
March, 1897, I removed a rapidly-growing fibroid from a single 
woman aged 40, taking away both the ovaries, which were consider- 
ably enlarged. For over seven years previously the patient had free 
show for a week, but there was never any bleeding between the 
periods. Fainting attacks came on frequently for the last two years, 


and one occurred when the patient was under my observation over a 


fortnight before operation. There was no evidence of hypertrophy, 


dilatation or valvular disease, nor of any other malady besides the 
tumour. The patient rallied quickly after the removal of the uterus 
and ovaries, and the attacks of syncope have never recurred. Three 
years later Mr. Veasey, of Apsley Guise, Bedfordshire, informed me 
that the period had never been seen after the operation, whilst no 
menopause symptoms troubled the patient. 


The heart was quite free 
from any evidence of disease. 


The after-history is specially interest- 








16 Journal of Obstetrics and Gynecology 


ing, as when both ovaries are removed, attacks of syncope are some- 
times observed along with flushings and other signs of a severe 
menopause. 

Syncope during the period (which was free though never severe) 
occurred repeatedly in a case where, when I removed the fibroid 
uterus; strongly adherent coils of small intestine had to be separated 
from cicatricial tissue blending the fibroid with the scar of an explora- 
tory incision. No attacks of syncope have occurred since the opera- 
tion, which was performed in the autumn of 1900. The patient suffers 
from flushings; both ovaries were removed, being suspiciously 
enlarged. I must add that there was marked dysmenorrhea for 
several years before the operation. Pain must be taken into account 
as well as free bleeding when a patient with fibroid has fainting fits 
during the period. We must note that, as in the last case, syncope, 
which sometimes appears as a menopause symptom when both ovaries 
are removed, disappeared in this case where neither were spared. 

A patient, aged 29, had a small necrotic fibroid which caused 
pressure symptoms. There was no evidence of heart disease, but 
the pulse, 90 and full in volume, was distinctly irregular. I removed 
the tumour and the right ovary, which was cystic. Though the left 
was not removed the period never returned. The pulse became 
regular after the operation and remained so. This patient was very 
neurotic, yet she had no menopause symptoms. It is impossible to 
feel sure whether the improvement of the pulse was due to the 
removal of the fibroid as a kind of new growth specially troublesome 
to the circulatory system, or to the removal of a necrotic mass. 

I have noticed other peculiarities in the pulse of patients with 
fibroids, but I need dwell no more on the subject. I have said 
sufficient to show that circulatory disturbances independent of 
cardiac, renal and other diseases, are common, but in no case are they 
easy to explain save when there is marked anemia. They are seen 
after ovariotomy, and when associated with fibroid disease and 
hysterectomy, clinical evidence sometimes suggests that it may be 
the ovarian rather than the uterine functions that are at fault. The 
general physician and the demonstrator of pathology are both in a 
position to assist us, but we require more knowledge about the precise 
relations of the uterine to the ovarian functions, and of both to the 
nervous and circulatory systems, before we can claim any precise 
knowledge of our subject. 

My own cases which I have quoted show that irregular pulses and 
attacks of syncope do not in themselves contra-indicate operation, 
indeed the patient is all the better for the removal of the tumour. 
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Dr. Wilson’s essential hypertrophy seems to represent a fact, others 
have made out that fibroid of the uterus implies a hyperplasia of the 
plain muscular fibres in certain organs, the uterus being most in- 
volved, whilst the heart suffers though to a less degree. Others, like 
Strassmann, trace the fibroid disease to some obscure vaso-motor 
disturbance. The precise relation of the fibroid to the heart, how- 
ever, is not as yet determined. 

We have to beware of other forms of heart disease complicating 
uterine fibroid. The common valvular changes, when compensation 
has not failed, do not entail much extra danger, and the removal of a 
bulky fibroid proves rather beneficial under the circumstances. On 
the other hand, chronic Bright’s disease with dilated heart, greatly 
increases the risk of hysterectomy. 
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CARCINOMA OF CERVIX UTERI, TOGETHER 
WITH SEVEN MONTHS’ PREGNANCY. 


CHSAREAN SECTION AND EXTIRPATION OF UTERUS AND PELVIC 
LYMPHATIC GLANDS. 


By EDWARD T. THRING, F.R.C.S. (England), Surgeon to the 
Prince Alfred Hospital, Sydney, New South Wales. 


Mary Janz C , aT. 37 Yuars. Previous history good; nine children 
at full time; no miscarriages. Patient consulted Dr. Campbell, of Young, 
New South Wales, early in September, 1901. For the previous five months 
there had been irregular bleeding per vaginam, gradually increasing, both 
in frequency and amount, as time went on. Before this trouble, one 
menstrual period had been missed. 

Dr. Campbell examined and diagnosed pregnancy of probably over six 
months’ duration, and carcinoma of the cervix uteri. 

The patient was admitted under nie to the Prince Alfred Hospital, 
Sydney. 

On examination patient was found to be healthy in all ways, except 
as regards the uterine condition. Judging by history and physical signs, 
the pregnancy was of just about seven months’ duration. 

Cervix Uteri was much enlarged, softened as a whole, but with 
irregular masses of a different consistence, felt especially anteriorly and 
to the right. The whole vagina soft and lax. Inspection simply 
confirmed palpation. A wedge-shaped piece of the altered tissue was 
removed and examined microscopically. This showed undoubted 
epithelioma. 

OrgraTion (October 4th, 1901.—Patient first placed in perineal 
position. Cervix uteri was freely and widely separated from the base of 
bladder and ureters in front, and from rectum behind, peritoneal cavity 
being opened. The venous oozing was troublesome, because of the 
physiological enlargement of the vessels. 

Next, patient placed in Trendelenburg’s position. Abdomen opened, 
Cesarean section done, and a living child extracted, together with placenta 
and membranes. Temporary cat-gut sutures were placed through sides of 
uterine incision. Round ligament on each side was clamped and divided. 
Incision carried from the cut round ligament to the other through 
peritoneum, and the bladder separated from uterus completely. Here 
there was a little difficulty caused by the growth on the right side and 
anteriorily, having progressed further than elsewhere. At first it appeared 
that a portion of the bladder would have to be excised. This proved to 
be unnecessary, however. Next the ovarian vessels in each infundibulo- 
pelvic fold were exposed and divided between two ligatures. 

An incision was then made from the cut end of the right round 
ligament to the site of ligature of the right ovarian vessels, through the 
peritoneum along the side of the pelvis, and below the brim. Peritoneum 
forming broad ligament was dissected up and turned inwards, care being 
taken to detach the ureter from its posterior part. 

The internal iliac artery was exposed, the intention being to ligature 
the anterior division of it, and so control the uterine artery. 
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In this instance the anterior division was deeply placed and short, 
and therefore unsuitable for the application of a double ligature. For 
this reason the right internal iliac itself was tied. The right ureter was 
exposed from the pelvic brim to the base of the bladder, the right uterine 
artery being divided where the ureter passed beneath it. 

A similar procedure was followed out on the left side of the pelvis, 
except that in this instance the anterior division of the internal iliac was 
ligatured, and not the main trunk. The posterior ends of the peritoneal 
incision were then united, the peritoneum behind the uterus being divided, 
and the uterus, with practically the whole broad ligament and _ its 
contained lymphatic vessels, was removed. 

The line of lymphatic vessels on each side of the pelvis was followed 
up to the pelvic lymphatic glands which lie over and about the internal 
iliac vein. The glands were carefully sought for and removed. 

The cut edges of peritoneum were brought together as far as possible. 
A gauze drain was placed in position from the pelvis through the vagina, 
and the abdominal incision closed in three layers. A catheter passed into 
bladder drew off urine unstained with blood. 

The patient made a good recovery, with only one drawback; on the 
fourth day some of the urine escaped per vaginam, evidently from a small, 
and probably valvular opening at the base of the bladder. This opening 
gradually closed, and before the patient left the hospital to return home, 
she was passing all urine per urethram. 

Microscopic examination of the pelvic lymphatic glands removed, 
showed early epitheliomatous deposit in one gland from the right side— 
2.e., the side on which the cervical growth was most advanced. 


The case is of interest from three points of view :— 


First. The existence of pregnancy with a viable child, in addi- 
tion to the carcinoma. 

Second. The fact that the epitheligma had not advanced so far 
as to prevent the possibility of doing a radical operation for its 
extirpation, and so giving the patient a fair chance of cwre, /.e., non- 
recurrence. 

Third. It is not often that such a combination of conditions 
exists, as to justify a Cesarean section and a radical operation for 
carcinoma uteri at the same sitting. 

1. With regard to the child—as far as we could ascertain the 
period of gestation reached was just seven months. Every care was 
taken of the infant, but, unfortunately it died when about one month 
old, the immediate cause of death being due to a bronchitic condition. 

2. Since the beginning of 1895 I have treated all suztable cases of 
carcinoma uteri by doing what I have spoken of above as a radical 
operation, that is to say, removing the pelvic lymphatic glands and 
the lymphatic vessels leading from the uterus to the glands, as well 
as the uterus itself. This applies to all cases of carcinoma of the 
body and neck of the uterus, which permitted of a major operation 
being done. 
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The method of removal of the uterus, broad ligament, lymphatic 
vessels, and pelvic lymphatic glands has been described in detail, 
because it is, with some modifications, the method I have adopted 
since early in 1895. 

In 1894 I felt thoroughly dissatisfied with the remote results of 
vaginal hysterectomy for uterine cancer—the operation appeared 
inadequate and unscientific. If, in cases of carcinoma of the breast, 
we were careful to remove the lymphatic vessels and neighbouring 
glands within reach, why not apply the same principle to the uterus? 


In August, 1895, I wrote in the “ Inter-Colonial Medical Journal” 
(Australasia) advocating this. In 1896, having put the method in 
practice, I sent papers giving results, etc., to the “ Lancet” and 
“ British Medical Journal,” in neither journal, however, was space 
available. 


I have repeatedly found that, in early cases of carcinoma of the 
cervix, especially where the uterus was freely movable, and 
apparently in every way suitable for the vaginal operation, that on 
removing and examining microscopically the pelvic lymphatic 
glands—those which lie about the division of the common iliac 
vessels,—one or more of the glands showed unmistakable evidence of 
carcinomatous deposit. In over 40 per cent. of the cases examined 
this was so. I have never found the lymphatic glands anterior 
to the sacrum enlarged by cancerous deposit, and in only one instance 
the deep inguinal glands. This latter case was one of carcinoma of 
the body of the uterus, not cervix. In such instances it would have 
been quite futile to simply remove the uterus, leaving the pelvic 
glands, and yet, unless the major part at all events of the operation 
were done by the abdominal route, it would have been quite im- 
possible to ascertain the condition of, or to remove, the pelvic glands. 


That the operation is more difficult than vaginal hysterectomy is 
undoubted, and also more severe on the patient, but for the reasons I 
have stated above, it is certain to give many patients a chance, or 
rather, a probability of non-recurrence, which they could not other- 
wise hope for. 

In December, 1901, I saw the first patient upon whom I had 
operated in this way. The operation was done seven years before. 
On examination I found absolutely no sign of recurrence locally, 
and the patient was in perfect health. I have seen others of my 
patients at intervals of five, four, and three years after the radical 
operation, showing no sign of pelvic recurrence. In one instance, 
however, a patient operated on six years ago, I had to remove a small 
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recurrent nodule from the vaginal scar. The patient is still alive 
and well. 

In a country such as Australia, it is very difficult to follow up 
remote results as one would wish, because the distances are so great, 
and the population more scattered and shifting than “at home.” I 
regret that I cannot give in figures my mortality rates throughout, 
owing to the fact that certain records were inadvertently lost or 
destroyed. My last thirteen cases, however, have all recovered from 
the operation. Naturally, however, the later results are better than 
the earlier ones. 

I see that Wertheim performs a radical operation for uterine 
cancer entirely by the abdominal route. I have always used the 
vagino-abdominal method, and for various reasons, still prefer to do 
so. In most cases, too, I believe it is wise to do a preliminary sharp- 
spooning or curetting of the growth. 

With regard to Wertheim’s remark as to necrosis of the ureter, 
I have rarely, if ever, found this happen, although in all cases the 
ureters were exposed from just below the pelvic brim to the base of 
the bladder, and frequently were quite freed from lateral attachments 
for 1} to 2 inches. 

One anatomical fact it is most important to bear in mind—that 
in stripping back the pelvic peritoneum over the iliac vessels the 
ureter comes with the peritoneum and must be detached from it. If 
the ureter be dealt with in the manner described, it is almost im- 
possible that it should be injured. 

The method of dealing with the blood vessels I learned from my 
friend, Professor Watson, of Adelaide, South Australia. I had been 
in the habit of ligaturing the uterine artery (in the way described by 
Werth@im). Professor Watson pointed out that ligature of the 
anterior division of the internal iliac was simpler, easier, gave a 
better control over the blood supply, with less likelihood of damage 
to the ureter, than the search for, and ligature of, the uterine artery 
far back. He also assured me of the fact, which I have repeatedly 
proved in practice, that where there is an irregular division of the 
internal iliac, ligature of the main trunk on one side causes no 
trouble with regard to blood supply. I have never found it necessary 
to ligature both internal iliacs in the same patient. 

In two instances there has been a leak of urine after the operation 
—one of the two was the case just recorded, and the other was also 
one in which [ tied an internal iliac artery. In both these cases the 
flow of urine per vaginam only began after the third day following 
operation, and gradually ceased without further operative treatment. 
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These may have been instances of partial necrosis of the ureter, and 
not of the bladder as I believed was the case at the time. I am 
inclined still, however, to believe that the lesion was in the bladder 
and not the ureter, because the first of the two instances occurred 
four years ago, and there has been no subsequent trouble with either 
kidney, such as would have been likely to happen from cicatricial 
stricture of the ureter, had there been necrosis of it to any consider- 
able extent. The patient, of whom I heard quite recently, is per- 
fectly well and following her usual occupation. 

With regard to suture of the peritoneum, J always do this so as 
to cover raw surfaces as far as possible, and especially the ureters, 
but as the whole broad ligament is removed, it is sometimes rather 
difficult. A gauze drain from the bottom of the pelvis into the 
vagina is always used. 

Concirsions._-The operation is more severe on the patient than 
the vaginal one, but gives a much better remote outlook as far as cure 
is concerned. 

The mortality, in experienced hands, will, I believe, work out at 
very little above that of the vaginal operation, provided only suitable 
cases are operated upon. Where the tissues beyond the pelvic 
lymphatic glands are infiltrated, and especially those around the 
ureters, the cases are unfit for the performance of a radical operation, 
with any hope of remote success. Other methods should be adopted. It 
would, I think, be justifiable to excise a portion of the bladder if 
this were involved or doubtful. If the rectum were involved I should 
certainly not attempt the operation. 

With regard to the value of statistical tables showing death-rates, 
percentages of immediate recoveries, and of remote results, many 
factors come in to lessen the value of these figures. Wilson, of 
Birmingham, has gone most thoroughly and carefully into this ques- 
tion, and his paper! represents an immense amount of painstaking 
work. Still, when one remembers the various conditions under 
which these figures were originally arrived at, /.c., the personal 
equation of the various operators, their varying methods of procedure, 
the differences of judgment in the selection of cases, etc., one feels 
the value of these figures to be very much less than appears to be 
the case at first sight. No surgeon will obstinately pursue a method 
which gives him bad results either immediate or remote. Take, fer 
instance, the operation of anterior vaginal fixation for uterine dis- 
placements, which most of us have tried, and, I believe, most have 
abandoned. On the other hand, if the general principles leading us 


1. Journal of Obstet. and Gynecol. Brit. Emp. Vol. 1, p. 526. 
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to undertake a certain method of treatment be correct, it only 
remains for us to modify and perfect our details to obtain the best 
possible results. 

The principle of radical operation for Cancer (and by that I mean 
not only the removal of the whole of the growth, and if possible the 
organ involved, but also of the efferent lymphatics, and the nearest 
lymphatic glands which act as filters) is established, and will hold 
its ground until perhaps the presence of a special cancer organism 
is demonstrated, and possibly in the future we may have an efficient 
serum treatment for cancer. For the present, however, we have to 
extirpate as widely and thoroughly as possible. 
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A CASE OF ACUTE PROLAPSE OF THE 
URETHRA.* 


By ARNOLD W. W. LEA, M.D., B.S. (Lond.), F.R.C.S. (Eng.), 
Assistant Lecturer on Obstetrics and Gynecology, Owens 
College; Assistant Surgeon, Clinical Hospital for Women and 
Children, Manchester. 


Acute prolapse of the urethra occurs not uncommonly in children, 
and is also occasionally seen in elderly women, usually associated 
with senile changes and laxity of the genital passages. It is, 
however, very rare to meet with examples of acute prolapse in 
healthy women during middle life, and for this reason the following 
case appears to be worthy of record. The notes are shortly as 
follows :— 


The patient, an unmarried lady, xt. 35 years, was suddenly seized with 
severe dysuria early in August, 1900. She had lived an active life, and 
had always enjoyed excellent health. She had never suffered from any 
bladder or urethral affection. The history of the present illness as related 
by her was as follows:—Ten days before my visit, whilst straining at stool 
she felt a sudden pain in the vulval region, and noticed that a swelling 
had appeared. This rapidly enlarged, causing much discomfort, and also 
great pain in micturition, with spasms of severe pain in the hypogastric 
region. She also noticed slight hemorrhage after passing water. She 
endured this for some days, being reluctant to seek medical aid. As the 
symptoms, however, gradually became aggravated, the family adviser, 
Dr. Yeats, of Manchester, was consulted. Two days later, at his request, 
I saw the patient, with him. She was a well-developed and healthy 
woman. On separating the labia majora a rounded mass was seen to 
occupy the situation of the urethral orifice, and projected beyond the labia 
minora (fig. 1). The surface of the swelling was rugose, deeply congested, 
being almost black from effused blood. Areas of greyish exudation, the 
result of superficial necrosis, were also present. The tumour was extremely 
sensitive, and bled freely on being touched. In the centre a small 
depression was observed, and along this a sound was readily passed into 
the bladder. The general appearance closely resembled a ring of 
strangulated internal hemorrhoids, though somewhat smaller. The 
bladder as examined by the sound was apparently healthy. The hymen 
was present. The vagina admitted one finger. The uterus and appendages 
were normal. The condition was evidently one of acute prolapse and 
strangulation of the urethral mucous membrane. 

The next day chloroform was given. It was found to be quite 
impossible to reduce the prolapse, which was tightly constricted at its neck 
by the external urethral orifice. A circular incision was therefore made 
near the base of the swelling, and the whole of the projecting mass cut 


* Read before the North of England Obstetrical and Gynecological Society, 
December 19th, 1902. 
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away. The edges of the divided urethral mucosa was united by fine 
catgut. The urethral orifice still remained very patulous. To avoid any 
possibility of recurrence of the prolapse a wedge-shaped piece was removed 
at the lower part of the urethral opening, and the edges united by fine 
silk. 

The symptoms were immediately relieved. The patient, however, 
suffered for several weeks from increased frequency of micturition, the 
result, apparently, of slight cystitis. The urethral mucous membrane also 
remained swollen, but under the influence of applications of nitrate of 
silver this rapidly subsided. Since this time, nearly two and a half years 
ago, the patient has remained in perfect health without any tendency to 
return of the prolapse. 


It is of importance to endeavour to trace the cause of this prolapse 
of the urethra occurring in a healthy nulliparous woman during 
early middle life. The following facts were elicited on careful 
inquiry. This lady spent a great deal of time sketching and painting 
and had recently been in the habit of sitting on a low stool. This 
three-legged stool had an angular projection in front, which, she 
admitted, pressed upon the vulva, and caused “ irritation.” I believe 
it is not unlikely that this had caused dilatation of the urethral 
orifice—possibly it was used as a means of sexual stimulation. The 
exciting cause appears to have been severe straining during 
defecation. A small prolapse of the urethral mucous membrane 
would occur at first, and this, by inducing straining and difficult 
micturition, rapidly increased, and developed into the complete ring 
of prolapsed mucous membrane. 

There was no evidence of any bladder trouble such as cystitis, or 
of any urethral affection before this time. The patient was quite 
certain that the symptoms came on suddenly, as described. 

Prolapse of the urethra has been attributed to undue laxity of the 
submucous connective tissue. In children it is met with in weakly 
and tuberculous subjects, the exciting cause being coughing or 
straining at stool, or it may be secondary to urethritis or vulvo- 
vaginitis. In elderly women also frequent child bearing and laxity 
of the tissues predispose to prolapse after any unusual strain. None 
of these factors seem to have been present in this instance, and it 
is well known that very great dilatation of the urethra is rarely, if 
ever, followed by prolapse of the mucous membrane. 

The diagnosis of prolapse of the urethra can rarely present any 
difficulty. The presence of the canal of the urethra in the centre of 
the swelling is pathognomonic of the condition. Simple hypertrophy 
of the folds of the urethral orifice may occur, and at first sight 
simulates prolapse. 

Sarcoma of the urethra, a very rare affection, might conceivably 
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be mistaken for prolapse, but a careful examination and a considera- 
tion of the history should prevent any possibility of error. 

The treatment of urethral prolapse is simple. In slight cases 
reduction can readily be effected by continued pressure. If the 
swelling cannot be reduced the prolapsed portion of the mucous 
membrane must be removed by the cautery, by ligature, or by 
excision. Of these, excision is much to be preferred, and may be 
relied upon to bring about a permanent cure. 

The subject of prolapse of the urethral mucous membrane has 
been recently fully considered by Voillemin, in a Thése de Paris, 
7900, in which a full account of the literature is given. 
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AN UNUSUAL CASE OF ECTOPIC GESTATION. 


By T. RUDOLPH SMITH, M.A., M.B., F.R.C.S., and HERBERT 
WILLIAMSON, M.A., M.B., Demonstrator of Practical 
Obstetrics, St. Bartholomew's Hospital. 


Mrs. C., aged 25. 

Previous History. Married, and had two pregnancies; the first 
child stillborn at 7th month; the second born full term, and now 
living, aged two years. Menstruation generally normal. 

Present Illness. Menstruated last the end of March, 1901. Had 
a feeling of sickness from April until January, but actual vomiting 
only once. Her abdomen continued to increase in size until 
December, when there was some brownish vaginal discharge with 
pieces in it. After this she thought she was rather smaller, but could 
still feel the child moving. From the beginning of January she had 
slight labour pains, and on January 10th sent saying she was in 
labour. 

On examination, abdomen presented appearance of full term 
pregnancy. Swelling could be felt rythmically contracting. Foetal 
heart heard feebly, and movements felt, but position of child not 
determined. Breasts contained milk. Per vaginam cervix long and 
firm, no signs of being taken up into body of uterus. External os 
small. Pains slight, and chiefly in back. Pains continued slight, 
and at the end of a week (Jan. 17th) foetal movements ceased, and 
foetal heart could not be heard. A discharge, brown and watery, began. 
and the abdomen shrank somewhat. The abdominal swelling now 
became much harder, and lay with its upper end slightly to the left. 

On January 30th, under ether, an attempt was made to dilate the os 
with Hegar’s dilators in order to remove the dead fetus. It was 
found impossible to dilate sufficiently to admit the finger, therefore 
a piece of gauze was passed through the internal os and left, and the 
vagina plugged with tampons. Rather stronger pains followed; but 
on removing the tampons and gauze the os had contracted up again. 
After a week’s rest, the patient got about again, feeling well except 
for occasional pain. An operation was advised after consultation 
with Dr. Walker, Dr. Denshaw and Mr. Martin, and finally the 
patient consented to enter Stockton Hospital. 

On May 2nd, under chloroform, with patient in the Tredelenburg 
position, and with Dr. Denshaw assisting, the abdomen was opened 
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by a long median incision beginning just above pubes. Tumour 
lay to the left, between the layers of the left broad ligament. The left 
Fallopian tube was lost on surface of tumour. The uterus, with 
right ovary and tube, lay rather to the right side of middle line, and 
was of normal size. The only junction between uterus and tumour was 
by base of the left broad ligament, which joined the pedicle of the 
tumour. This pedicle, being very broad, was ligatured in five 
sections with silk, and the tumour removed. Patient did well. On 
May 18th there was some purulent discharge from the vagina, with 
slight rise of temperature. This soon diminished with douching. 
Two small stitch abscesses slightly delayed union of skin. Patient 
was discharged well, and has been seen recently in excellent health. 
The tumour* is almost spherical in shape, and measures 21} in. 
in circumference. Over the greater part of its surface the wall is 
smooth, and covered by peritoneum, beneath which membrane a 
number of enlarged veins can be seen to run a tortuous course. 
Situated on the right side of the specimen, near to its lower portion, 
there isa triangular area, rough and devoid of peritoneum (fig. 1). The 
margins of this space evidently correspond to the lines of reflection of 
the two layers of the broad ligament. At the apex of this triangle 
is a rounded cord-like structure, the proximal attachment of either 
the Fallopian tube or the undeveloped horn of.a bicornute uterus. 
The lumen is closed; even a fine probe cannot be passed into it. From 
the opposite pole of the tumour the Fallopian tube (left) is seen to 
issue; this runs a wavy course, terminating at its fimbriated 
extremity, and to one fimbria is attached a rounded fluid swelling 
three-quarters of an inch in diameter, probably the cystic hydatid of 
Morgagni. The abdominal ostium is not closed. At one of the 
angles of the triangular area already described is an oval fibrous 
structure, measuring nearly half an inch in its largest diameter; 
this is inserted directly into the wall of the tumour, and probably 
represents the uterine attachment of the round ligament. On the 
posterior aspect of the broad ligament is the ovary, presenting 
nothing abnormal in its appearance. ‘The ovarian ligament is seen 
to be attached directly to the wall of the tumour. At one part an 
incision seven inches in length has been made. The wall measures 
approximately one-third of an inch in thickness, and in appearance 
very closely resembles the wall of the pregnant uterus. The incision 
has been made over the piacenta; this structure is shrivelled, 
shrunken, and very easily detachable from the uterine wall; its 
thickness is a quarter of an inch. The cavity is occupied by the body 


* The description of the specimen is by Dr. Williamson. 
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of a child apparently well developed (fig. 2). Both legs and one arm 
present at the aperture, and lying over the arm is seen a somewhat 
attenuated umbilical cord. By raising up the hand the scalp is 
brought into view. ie 

Microscopic specimens have been prepared of the tumour wall and 
of the placenta. Section stained by Van Geissen’s method show that 
the wall consists chiefly of fibrous tissue, only a small amount of 
muscle being present. No trace of a decidua is to be seen. 
Unfortunately the separation of the placenta from the wall was so 
complete that the mode of attachment could not be studied. The 
sections of the placenta showed a state of advanced degeneration, the 
villi being recognised more from their form than from any 
structural features. They stained badly with the ordinary reagents, 
but deeply with Weigert’s fibrin stain. 

This case is similar in many of its features to one recorded by 
Dr. W. J. Sinclair, in the first number of this Journat,! and the 
specimen resembles very closely the one figured in the excellent 
drawings which illustrate his article. Dr. Sinclair, however, regards 
his case as one of tubal rather than of cornual pregnancy. In the 
present specimen there are certain features which point unmistakably 
to a uterine origin of the sac. In the first place, both the round 
ligament and the ovarian ligament are directly inserted into the sac 
wall, and the attachment of these ligaments is to the uterus, and not 
to the tube. In the second place, the abdominal ostium of the tube 
is widely patent. This condition is unusual in tubal gestation, 
although closure of the orifice is not an invariable event. Thirdly, 
the high degree of development of the sac wall and the fact that 
pregnancy advanced to full term without rupture occurring are very 
difficult to explain on the hypothesis of a tubal origin. In this 
specimen, as in many cases of cornual pregnancy, the pedicle attach- 
ing the sac to the uterus was imperforate. This condition has given 
rise to some discussion as to the path by which the spermatozoon 
reaches the ovum. Dr. Murdoch Cameron? writes on this point: 
“To my mind, only two ways present themselves. First, by some 
small channel or tubule in the cervix, which afterwards became 
obliterated, or by one Fallopian tube grasping the other, and thus 
forming a continuous channel through which the sperm could reach 
the imperforate sac.” But surely there is a third possible way. It 
seems only reasonable to suppose that the pedicle was originally 
patent, and that the closure of the canal occurred after impregnation, 
and was induced by changes brought about in the mucous membrane 
as the result of its increased vascular supply. 
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We have been able to find only four recorded cases of ectopic 
gestation advancing to full term without rupture of the sac. The 
first was recorded by Dr. Galabin,® the second by Mr. Targett,* the 
third by Dr. Murdoch Cameron,’ and the fourth by Dr. J. W. 
Sinclair. In each of these cases the clinical history very closely 
resembled the one recorded above. A form of spurious labour 
occurred at term, and this was followed by a rapid diminution in the 
size of the abdominal swelling. Of the four cases, three were 
undoubted instances of cornual pregnancy, and the fourth case (Dr. 
Sinclair’s), although regarded as tubal, presents many features which 
suggest that it, too, may belong to the same class. 

Addendum. Since the above was written a fifth case has been 
recorded by Mr. Bland-Sutton. The specimen was exhibited at a 
meeting of the Obstetrical Society of London, held on November Sth, 
1902. It was, without doubt, a case of cornual pregnancy. 


1 Journal of Obstetrics and Gynecology, Brit. Emp. Vol. i., No. 1, p. 61. 
2 Ibid. Vol. i., No. 1, p. 70. 
3 Obs. Trans., 1895. Pp. 225—301. 

Ibid, 1900. P. 276. 
5 Journal of Obstetrics and Gynecology, Brit. Emp. Vol. i., No. 1, p. 67. 
8 Jbid. Vol. i., No. 1, p. 61. 
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CRITICAL REVIEW. 


GENITAL TUBERCULOSIS IN THE FEMALE. 


By COMYNS BERKELEY, M.B., B.C. (Cantab.), M.R.C.P. (Lond.), 
Physician to Out-Patients Chelsea Hospital for Women; 


Lecturer in Practical Midwifery and Obstetric Registrar to the 
Middlesex Hospital. 


In 1744 Morgagni,! whilst engaged in a post-mortem examination on 
a woman twenty years of age who had died of tubercular peritonitis, 
demonstrated that both her Fallopian tubes and ovaries were filled 
with a caseous material, and so densely adherent to one another that 
he was unable to separate them. After a careful examination of 
these diseased structures, he came to the conclusion that the 
peritonitis was secondary to the disease with which they were 
affected, that that disease was tubercle, and so, placing his opinion on 
record, was thus the first to report a case of undoubted genital tuber- 
culosis. Nearly a century later Senn? and Louis? drew attention to 
this class of case, whilst Reynaud‘ carefully reported two more cases, 
and it was after the publication of these that the subject commenced 
to excite greater interest. 

Thiry,® in 1842, published a detailed description of uterine 
tuberculosis, which condition was also a few years later very fully 
investigated by Kiwisch,® Geil,’ and Paulsen. During all this time, 
and even as late as 1880, tuberculosis of the ovary was regarded 
either as not occurring, or so rare as to be worthless for investigation. 

Cohnheim,® in 1879, and Verneuil,!° in 1883, drew attention to 
the fact that occasionally women might be infected during sexual 
intercourse. 

Mundach, ™ in 1881, removed by celiotomy tuberculous tubes 
and ovaries, and Babes,!? in 1883, discovered the tubercle bacillus in 
the vaginal secretion. Before celiotomy became established as a 
recognised treatment for tubercular peritonitis, genital tuberculosis 
in the female excited but very little interest. Since, however, the 
publication of Babes’s!? paper, and in consequence of the experience 
gained by cceliotomy, the subject has been very thoroughly 
investigated, as the numerous reports of cases and papers read each 
succeeding year testify, and it has come to be recognised that, 
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although as a rule female genital tuberculosis is, in the majority of 
cases, secondary to disease elsewhere, a primary affection of the 
genital apparatus is much commoner than was ever suspected. 

TUBERCULOSIS OF THE VuLVvA.—This condition is very rare, only 
a few cases having been reported in which there was apparently no 
doubt concerning the diagnosis. Matthews Duncan,!* when describ- 
ing a peculiar hypertrophic and ulcerated condition of the vulva which 
he had met with in five cases, called the condition Lupus, although 
Dr. Thin, who microscoped portions of the growth from each case, 
failed to discover any single characteristic of that disease. Since 
then several cases of so-called lupus of the vulva have been described, 
but in only a few instances have tubercle bacilli been found or 
inoculation experiments proved that the case was one of tubercle. 
Doubtless many cases reported as lupus have been syphilitic or 
carcinomatous ulcerations. 

Winckel,'* in 1890, reported a case of lupus vulve in a child 
under ten years old, Birch-Herschfield agreeing in the diagnosis, but 
no mention is made whether tubercle bacilli were found. 

Taylor’® thinks a large number of these cases are simply 
ulcerative lesions due to irritation, the remainder being caused by 
the various stages and manifestations of syphilis. Rieck1® and 
Freund,’ on the other hand, believe, from a study of their cases, that 
the lesion in a majority of cases is tuberculous. 

Murray,'* in the American Journal of Obstetrics, January, 1901, 
reports the termination of a case of lupus vulve which he had first 
described in the same journal in August, 1887. The specimen was 
pathologically reported on by Cordes, who found a streptothrix, 
which was pathogenic for white mice and rabbits, but not for 
guinea-pigs. It was found in pure culture from the surface of the 
vulva, and one year later similar results were noted. No signs of 
tuberculosis were present, and Murray from this case and a series of 
others comes to the conclusion that this peculiar condition of the 
vulva is generally an inflammatory one and not tuberculous; at any 
rate, these cases are very rare, and he was able to collect less than 
100 reported in the last fifty years. Taking only those cases where 
tubercle bacilli were found, or inoculation proved the correctness of 
the diagnosis, Whitridge Williams’® was able, up to 1894, to find 
but three cases, those of Deschamps, Chiari, and Weigbaum, and a 
careful search through the literature since that date has only 
revealed one other—that of Rieck.!® 

Deschamps’ case was that of a woman, aged twenty-five, in the 
last stage of phthisis, who had fallen and injured her vulva. Four 
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months later a large tuberculous ulcer was apparent on the left 
labium minus, and rabbits inoculated with portions of it developed 
tuberculosis. At her death the peritoneum and internal genital 
organs were found normal. 

Chiari reported a similar condition due to inoculation from 
tuberculous ulceration of the rectum, and in this case also the 
internal genital organs were intact. 

Weigbaum’s case was one of secondary infection from the vagina, 
the uterus, tubes, and ovaries at death being found normal. Lastly, 
in 1899, Rieck}® published the case of a woman with a hereditary 
taint whose husband had died of phthisis. Her labium minus was 
the seat of elephantiac changes, with a slowly advancing ulceration. 
On the ulcer being removed and portions of it microscoped, tubercle 
bacilli were found with giant cells and caseation. 

Tubercular ulcers of the vulva are shallow, with irregular, 
sharply-cut margins raised above the general surface and granular in 
appearance, some of the granulations being semi-translucent and 
gray, and the rest of a bright yellow. 

TUBERCULOSIS OF THE Vacina.—-Whilst tuberculosis of this organ 
is not nearly so rare as that of the vulva, it is generally secondary 
to a similar condition of the uterus, ovaries, and Fallopian tubes. 
The lesion is nearly always found in the upper third of the vagina 
on its posterior wall, this position being doubtless due to the fact that 
most cases are secondary to disease higher up in the tract, the 
secretion from which inoculates the vagina. 

Reynaud‘ was the first to describe such a case, and up to 1873 
the condition was always thought to be secondary to disease of the 
uterus. Since that date, however, many cases have been reported 
which prove without doubt that this is not always the case. Thus 
Oppenheim ”° states that out of seven cases of vaginal tuberculosis, he 
found in three a perfectly normal uterus between the disease and 
tuberculous tubes. 

Weigert! reports a case of vaginal tuberculosis associated with 
tubercular peritonitis, the remaining genital organs being normal. 

Lancereaux?? reports four cases of phthisis in which miliary 
tubercles were found in the vagina, the rest of the genital apparatus 
being free of the disease, and similar cases have been reported by 
many others, as mentioned in Williams’s}® paper. It may also be 
secondary to disease of the bladder or rectum, giving rise to vesico- 
vaginal fistule (Catuffe 2°) or recto-vaginal fistule (Babes!*). The 
latter case is interesting also from the fact that it is the first 
recorded case where the tubercle bacillus was discovered in the 
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secretion from the genital passages in a case of genital tuberculosis 
in woman. 

Springer 74 thinks it may arise from bacilli in the urine, and in 
stating how uncommon the disease is in this situation he gives the 
cause of infection of all cases that have been noted at the Frauen- 
klinick of Prague during the last twelve years—viz., 2 from the 
blood, 3 from the uterus,:1 from the Fallopian tubes, and 1 from 
the intestine = 12. 

Two varieties of vaginal tuberculosis have been described, miliary 
and ulcerative. The miliary tubercles do not exceed in size a millet 
seed, and vary in colour from grey to yellow. These tubercles, 
eventually caseating, form the second variety, the tubercular ulcer, 
the margins of which are irregular and sharply cut, the base shallow 
and covered with granulations, hidden by a caseous material, the 
tissue round the ulcer being studded with miliary tubercles and of a 
redder colour. 

Jorfida®> reports a case of tubercular infection of the vagina 
during the puerperium, the cause of which was not suspected, and 
he also mentions Geil’s? cases of uterine tuberculosis, forty-five 
in number, the vagina being implicated in three only. The course of 
vaginal tuberculosis is very slow, the results of treatment unsatis- 
factory, and the cure difficult. The condition is generally associated 
with tubercular meningitis or pulmonary tuberculosis. 

TUBERCULOSIS OF THE UTERvs.—Though nearly always secondary 
to disease of the Fallopian tubes, and frequently to phthisis, tubercle 
of this organ has rarely been found to be the only lesion present. 
As a secondary condition it is not uncommon, but is then generally 
limited to the body, the cervix being free of disease, whilst when it 
attacks the cervix, which it does very rarely, in the majority of cases 
the body is found normal. Thus Merletti?® states that in 172 cases of 
genital tuberculosis, 75 had the uterine body affected. He also 
thinks that hyperplasia of this organ favours the development of 
tuberculosis in it, since this association is so frequently noted. 

Body.—The disease occurs in the endometrium as miliary tuber- 
culosis, or in the muscle as chronic diffuse tuberculosis. 

Miliary Tuberculosis.—The endometrium is studded with miliary 
tubercles, and sections of it or of pieces removed by curetting, 
show the typical giant-celled structure. In some places small areas 
of caseation are present, the epithelium covering them being whole. 
As the disease progresses, the epithelium gives way, and small 
tubercular ulcers are formed. 


Chronic Diffuse Tuberculosis.-The commonest form seen. The 
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inner surface of the uterine body is covered with a caseous material, 
whilst its cavity is filled with a similar substance. Underlying this 
caseous material is a very irregular surface, crowded with tubercles 
which may be breaking down and forming ulcers, replacing more or 
less the endometrium. The muscle is also invaded by the tubercular 
growth, with a resulting enlargement of the body. On caseation 
taking place the uterine wall is much weakened, and Cooper?’ records 
a case of rupture of the uterus from this cause in a woman three 
months pregnant. At times the cervical canal becoming blocked, 
more especially in old women, the caseous material cannot escape, 
and a pyometra results. 

Cervie.—Tuberculosis of this portion of the uterus is very much 
rarer. Rokitansky?* and Lebert?® both affirmed that it did not 
occur, and the first undoubted case, which was secondary to disease 
of the urinary tract, was described by Virchow.°° Since then a fair 
number of cases have been placed on record. Three forms have been 
described: a miliary variety, which is most easily recognised; a 
catarrhal, which may be mistaken for endocervicitis; and an ulcera- 
tive variety, which has been diagnosed as carcinoma—in fact, this 
latter mistake is very easy to make, and there is no doubt, as 
Lewers*! points out, that many cases in which recovery took place 
after the removal of a supposed carcinomatous cervix were in reality 
tubercular. In the majority of cases of cervical tuberculosis a 
similar condition of the vagina has been present. In conjunction 
with tubercle of the body it is very rare, and Williams !® was only 
able to collect seven cases. In women suffering from phthisis it may 
be the only part of the generative organs involved; and, lastly, 
several cases have been placed on record where it was the only portion 
of the patient affected as far as could be ascertained. Ajello,3? in 
reporting a case of primary tubercular disease of the cervix, noted 
the excessive rarity of the tubercle bacilli, which he thought was due 
to their not being sufficiently virulent and to the seat of the disease 
being ill adapted for their development, as evidenced by the rarity 
of the disease in this situation. 

TUBERCULOSIS OF THE Faxtuopian 'IT'uses.—In by far the great 
majority of cases in which the female genital organs are attacked by 
tubercle, the disease is situated in the Fallopian tubes; thus in the 
172 cases collected by Merletti,?° they were affected in 157. As a 
rule the uterus, ovaries, or peritoneum are also diseased, and more 
rarely the whole genital tract may be affected. The disease in the 
Fallopian tubes is usually secondary to tuberculosis elsewhere, 
although they are the first portion of the genital tract to be affected. 
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Nevertheless, an increasing number of primary cases are recorded 
each year. Four varieties are described. 

Miliary Tuberculosis.—A Fallopian tube of normal size may be 
studded with a few miliary tubercles; the collection of tubercles may 
be localized so that the Fallopian tube is enlarged at one spot, or the 
organ may be markedly enlarged, the mucous membrane being 
covered with tubercles. In these latter cases the disease is most 
noticeable at the fimbriated extremity, the uterine end often being 
quite free, and this has been more especially noted when the tubal 
disease has been secondary to phthisis or tubercular peritonitis. 
Microscopically, the process is found to be limited to the mucous 
membrane, a few only of the tubercles showing signs of caseation. 
In addition, a form of purulent salpingitis with leucocytes and small 
round-celled infiltration may be present. 

Chronic Diffuse Tuberculosis.—The Fallopian tube, which is 
markedly enlarged, is very firmly adherent to adjacent structures, the 
fimbriated extremity is generally sealed, and the lumen filled with a 
caseous material. The mucous membrane is ulcerated, and the 
serous coat is studded with miliary tubercles. At times the tubes 
may be distended with pus to a great size, Werth °° reporting a case 
from which 2 litres of pus were evacuated. The Fallopian tubes, 
which form sausage-shaped tumours, are, as a rule, bound down to 
Douglas’s pouch. Microscopically, the mucous membrane is infil- 
trated with giant epitheloid cells, and has been more or less destroyed 
by caseation of the tubercles. 

Chronic Fibroid Tuberculosis—-A form first described by 
Williams,'!® in which there is an excessive development of fibrous 
tissue, with relative absence of caseation. The marked feature of 
this form is its chronicity. The fimbriated extremity of the tube 
is occluded, and the ovaries and Fallopian tubes are covered with 
very dense adhesions, presenting no trace of being tuberculous. This 
variety indicates a conservative process, and may in some instances 
be the means of curing the patient. 

Cures have also been reported as resulting from calcification. 

Tubercular salpingitis is almost always bilateral, and more than 
any other form of salpingitis tends to close the fimbriated end of 
the tube, giving rise to a tumour. It also tends to induce a marked 
reaction in the peritoneum, especially that form of peritonitis 
with encapsuled exudate, so that it is very important when operating 
for tubercular peritonitis always to examine the Fallopian tubes, 
which may likely be the seat of the primary disease. 

Unsvusrectep GentraL TuBerctLosis.—In these cases the tuber- 
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cular changes are so slight that a most careful macroscopical 
examination fails to recognise the condition; they are considered to 
be cases of catarrhal or purulent salpingitis, and it is only on 
microscopical examination that the condition is found. Hence 
Williams !® was led to name it as above, and he reports four cases, 
in all of which the fimbriated end of the tube was obliterated and the 
ovaries and tubes bound together by very firm adhesions. They all 
appeared to be cases of primary genital tuberculosis. This variety is 
probably much commoner than is imagined, for out of 1388 
ceeliotomies performed at the Johns Hopkins Hospital only 2 out of 8 
were recognised at the time of operation as cases of genital tuber- 
culosis, the remaining 75 per cent. being found out on microscopical 
examination. 

TUBERCULOSIS OF THE Ovary.—Up till 1887 tubercular disease 
of this organ was stated to be very rare, Virchow** and others 
being very sceptical of its occurrence; but in this year Terrillon* 
reported three cases, and since then the number has greatly increased. 
The condition is practically always secondary to disease elsewhere, 
and, in fact, up to 1894, Williams!® failed to discover a single 
primary case, and Bland-Sutton,*° after a careful examination of the 
records of specimens furnished by competent observers, comes to the 
conclusion that there is no trustworthy evidence that the ovary is 
primarily affected with tuberculosis; but since that date one case, 
at any rate, has been reported in which the author considered the 
tubercle to have primarily attected the ovary. This was a case of 
tuberculous ovarian cyst, the patient dying of phthisis. The opposite 
tube contained caseous material, and on the posterior aspect of the 
uterus was an abscess. Max Madleuer®® regarded the pulmonary 
affection as a secondary complication. Spencer Wells*’ and others 
also report cases where the walls of ovarian cysts have been studded 
with tubercles. The ovary most certainly exhibits a certain resist- 
ance to tubercular infection, which Merletti?® thinks may be due to 
a timely protective action of the peritoneum by causing exudations 
and adhesions; thus out of 172 cases of genital tuberculosis he only 
found the ovary affected in 25; in more than 50 per cent. of the cases 
the ovary undergoes cystic degeneration. As a rule it is secondary to 
disease of the uterus, Fallopian tubes, or peritoneum, and more 
rarely in phthisical women it may be the only portion of the genital 
apparatus affected. 

Mertuops or Inrection 1n Gentiva, Tusercutosts—Through the 
Blood.—In favour of this is the fact that, when puerperal women are 
the subjects of general miliary tuberculosis, if the genitals are 
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affected the disease is most marked at the placental site, and also 
those cases of phthisis where the genital organs are affected 
secondarily, the peritoneum and intestines being healthy. Amann ®! 
reports a case of tubercle of the bronchial glands affecting the female 
genital organs through the circulation comparable to that of 
Costauroux, and draws attention to the fact that in most cases of 
genital tuberculosis the lungs and bronchial glands are generally 
affected. 

From the Peritonewm.—Pinner 4? found that powdered cinnabar 
placed in the peritoneal cavity of rabbits in a very short time could 
be detected in the vagina, having been carried down there by the 
cilia, and it is presumed that in the same way tubercle bacilli could 
be wafted out of the peritoneal cavity into the genital tract; and it 
is remarked, as favouring this method of infection, that the pelvis, 
being the lowest portion of the abdominal cavity, it would naturally 
be the most likely spot for tubercle bacilli escaping from the 
intestine, etc., to gravitate, and that tubercular peritonitis, whilst 
always worse in the pelvis, often commences there. Tubercle bacilli 
have also been found by Sani** in the lumen of normal Fallopian 
tubes taken from women dead of phthisis and tubercular ulceration 
of the intestine. It is a fact that the abdominal ends of the 
Fallopian tubes are always more diseased than the remaining 
portions, and statistics show that tubercular peritonitis is one of the 
commonest conditions found with tubercular disease of the Fallopian 
tubes. Thus Schramm*® found tubercular peritonitis present in 
21 cases out of 34 cases in which the tubes were diseased, Oppen- 
heim °° 21 in 23, Osler #° 40 per cent., Kaulich +! 50 per cent. 

From other Organs.—Kaufmana * quotes a case in which the 
tuberculous small intestine was adherent to the uterus, the 
uterus as a result being infected, and several fistulous openings 
arising between the two. Many cases have also been reported in 
which tubercle of the bladder or rectum had infected the vagina, 
giving rise to fistulous openings between the respective organs, and 
Kraus *° reports a case of tubercular disease of the right ovary and 
Fallopian tube due to a previous disease of the-vermiform appendix. 

From Organisms Excreted by the Paticnt.—This method has not 
been proved, but there is no inherent reason why, if the feces or 
urine contain tubercle bacilli, they should not infect the patient 
through the vulva or vagina. 

From Instruments, Vaginal Examination, or Coitus——The fact 
that tuberculosis of the vagina is rare does not disprove the fact that 
tubercle bacilli may be conveyed as above; in fact, there can be no 
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doubt that they often are. The walls of the vagina are, however, 
very tough, and it is probable that the tubercle bacillus is in ordinary 
cases unable to gain an entrance, unless the walls be wounded, and 
supposing the bacillus got into the uterus, then, as Williams! points 
out, when the endometrium was shed at the menstrual period, the 
disease would probably come away too, and that it would be only 
when the bacillus managed to travel to the tube that it would be 
likely to infect the woman, and this, perhaps, may be one reason why 
primary tuberculosis of the Fallopian tubes is so much commoner 
than primary tuberculosis of the uterus. 

Experimentally, Cornil*® and Dobrolonsky*® produced tuber- 
culous endometritis by injecting pure cultures of tubercle bacilli into 
the vagina of rabbits. Oncarani‘*” and Williams!® failed to get 
similar results, and when the former repeated the experiment, having 
first irritated the vaginal wall with tincture of iodine, general, and 
not local, tuberculosis resulted. Another observer, Popov,** injected 
a bacillary culture into the vaginas of guinea-pigs. In one case the 
inoculation was into the walls of the vagina, and in another case the 
walls were previously irritated by a needle. In both cases well- 
marked tubercular lesions were produced locally, and the neighbour- 
ing lymph-glands became infected, but the morbid process did not 
extend to the internal organs. Gouritz* also proved experimentally 
that the tubercle bacillus can implant itself on uninjured mucosa of 
the genital track, proliferate, and cause characteristic lesions. 
Derville,®°° with reference to infection by coitus, reports eight very 
suggestive cases of female genital tuberculosis, and in the husbands 
of five of these he detected hard masses in the epididymis which he 
took to be tubercular. 

Siens and SymptoMS or FemMace Genitat TuBERCULOSIS.—As a 
rule, when the disease is secondary to tubercle elsewhere, no 
particular attention is paid to, or complaint made of, the local 
condition. 

In the vulva and vagina the disease can be seen, and if ulceration 
is present it gives rise to leucorrhea, and perhaps bleeding. There is 
but little pain, and the disease is characterized by great chronicity. 
Cervical tuberculosis gives rise to hemorrhage and suppuration, 
uterine tuberculosis to profuse leucorrheea, with caseous masses in 
it, and hypertrophy of the uterus. It has no particular effect on 
menstruation, some observers noting amenorrhea, probably due to 
the depreciation in health, whilst others have noted menorrhagia. 

In tubercular disease of the ovaries and Fallopian tubes no signs 
or symptoms peculiar to it have been noted. The condition is 
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diagnosed at the operation or autopsy, and in its clinical aspects 
it resembles purulent salpingitis. 

Dracnos1s.—In the case of vulval or vaginal disease the following 
will have to be differentiated: Granular vaginitis, syphilis, herpes, 
so-called lupus, and carcinoma. 

The condition in the cervix that is generally mistaken for cervical 
tuberculosis is carcinoma. 

When the uterus is affected the only way to diagnose it is to 
examine the secretion for tubercle bacilli, microscope a portion of 
the endometrium that has been curetted, or inject some of it into the 
peritoneal cavity of a rabbit or dog. 

As regards tubercular disease of the Fallopian tubes and ovaries, 
a probable diagnosis may be made when the tubes are found 
enlarged, and tubercular peritonitis is present, or, as Osler says, “ the 
association of a tubal tumour with an ill-defined anomalous mass in 
the abdominal cavity should arouse suspicion.” 

Sellheim ® thinks that if there is evidence of tuberculosis in other 
parts of the body then inflammatory conditions of the genital organs 
may be regarded as tuberculous. Also that per vaginam genital 
tuberculosis can be detected by feeling nodules scattered over the 
posterior surfaces of the broad ligament uterus and utero-sacral 
ligaments. The Fallopian tubes may also be studded with very hard 
nodules, and the presence of a nodule in the pars uterina he regards 
as a reliable sign. On the other hand, most authorities agree that 
a diagnosis is extremely difficult, and seldom made before operation 
or microscopical examination. 

TREATMENT OF GENITAL TUBERCULOSIS.—This depends very 
greatly on the general condition of the patient. If the genital 
disease is secondary to disease elsewhere which is far advanced, no 
treatment is of any use. 

On the other hand, in primary cases, or in secondary cases where 
the primary disease is localized and not severe, extirpation of the 
genital lesion has proved encouraging. 

Sellheim °* gives the results of the treatment at the Freiburg Clinic 
during the past eight years. There were 65 cases. Of these in 28 cases 
palliative treatment only could be carried out with a very gratifying 
result, whilst in 37 where operative treatment was undertaken the 
results were very good, especially in those cases where the operation 
had been of a radical character. 

When the vulva or vagina is attacked, the treatment should be 
radical, excision of the diseased part well clear of the disease having 
proved very satisfactory. If the disease is too advanced for this, the 
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ulcerated parts may be treated with tincture of iodine, iodoform, 
lactic acid, or curettage, with the application of the actual cautery, 
and all these methods have given striking immediate results, the 
parts rapidly healing. Unfortunately, as a rule, the disease in a very 
little time breaks out again. 

Where the cervix is affected alone, amputation has given 
good results, or vaginal hysterectomy may be performed. If the 
uterus or Fallopian tubes are affected in addition, then hysterectomy 
is indicated. 

When tubercle attacks the body of the uterus, and the Fallopian 
tubes are free of the disease, curetting the uterus and the application 
of iodoform pessaries afterwards has given good results. If the disease 
recurs, or the Fallopian tubes are infected, then hysterectomy should 
be performed, and probably this is the best treatment in any case. 

Primary tuberculosis of the ovaries and Fallopian tubes being 
undiagnosable, there is no need to discuss their treatment. When 
complicated with tuberculosis elsewhere, the general condition of the 
patient is an indication of what should be done. For instance, when 
complicated with tubercular peritonitis, ceeliotomy is indicated, and 
many cures have resulted from removal of the diseased appendages 
in early cases of phthisis, and very gratifying results have been 
obtained by this treatment. The credit of recognising that 
celiotomy might be a valuable method of treatment in female genital 
tuberculosis and of acting accordingly belongs to Hegar.*” 

Lindfors ,5* when operating on a girl for bilateral tumours of the 
adnexa, accompanied with fever, found the Fallopian tubes, which 
were covered with reddish grey miliary spots, so densely adherent to 
the adjacent structures that he was unable to extirpate them; so he 
ligatured the ovarian vessels in the manner proposed by V. Antal for 
inoperable myoma, with the pleasing result that cure took place in 
four weeks, and was ascertained to be permanent two years later. 
Since, however, tubercular peritonitis has been cured by a simple 
ceeliotomy, it would not appear to be an absolute certainty that 
ligation of the ovarian vessels was responsible for the cure in this 
case. Seeligman®® reports the spontaneous healing of an extensive 
lupus faciei after the abdominal extirpation of a suppurating tuber- 
cular tubo-ovarian tumour. 

Frequency.—With regard to the frequency of genital tuber- 
culosis, the investigations of Williams,!® Gouritz,49 and Merletti?® 
have proved beyond doubt, at any rate, that this condition is very 
much more common than has usually been supposed. At the same 
time, to obtain exact data on this subject is extremely difficult, since 
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not only should an enormous number of cases be investigated to give 
the statisties much value, but also, unless in all of them the genital 
organs have been microscopically examined as a matter of routine, 
there is a very great danger of missing quite a number, to which, as 
they cannot be diagnosed macroscopically, Williams '® has given the 
name of “ unsuspected cases.” 

Turning first to operative experience, Williams!® has noted the 
following facts: That Edebohls met with genital tuberculosis 
6 times in 157 ceeliotomies=4 per cent.; Martin, 3 times in 287 
celiotomies=3 per cent.; the Johns Hopkins operators, twice in 137 
celiotomies=14 per cent.; being a total of 9 times in 581 cceeliotomies 
=2°9 per cent. But, as he points out, whilst only 2 cases were 
discovered macroscopically out of the 137 ccliotomies performed at 
the Johns Hopkins Hospital, 5 more were added as the result of a 
routine microscopical examination of the genital organs removed, 
which makes 7 in all, or 5°2 per cent.; and, further, that if of these 
137 ceeliotomies only those where the appendages were removed for 
inflammatory disease are counted, the percentage rises to 7°7, which 
figure exactly corresponds to the rsults found at the Brompton 
Consumption autopsies on females dead of tubercular disease. 

But if operators are not agreed as to the frequency of genital 
tuberculosis, the discrepancy becomes much more marked when the 
post-mortem records are taken. Thus: Courtz®! found genital 
tuberculosis in 1 per cent. of women dead of tubercle; Louis,? 1°5 per 
cent.; Cornil,*® 1°5 per cent.; Kiwisch,® 2°5 per cent.; Mosler,®? 
2°5 per cent.; Schramm,°® 4°] per cent.; Nimias and Christoforis,®* 
8°3 per cent. 

Merletti,?° on the other hand, after a very lengthy and laborious 
investigation of a large number of cases, estimates the frequency of 
female genital tuberculosis as 12°6 per cent., as against 2°4 per cent. 
in males, in this latter agreeing with Reclus.5* He thinks that the 
greater frequency in women depends not merely on the more intimate 
relations of the genital organs, peritoneum, and intestine, but also 
upon causes of infection inherent in the function of generation. In 
the Brompton records quoted below, 6°8 per cent. occurred before 
puberty, and 93°2 per cent. during the child-bearing period. 

By the kindness of the Board of the Brompton Consumption 
Hospital I was able to examine the post-mortem records of that 
institution from 1880 (since which date the condition of the genital 
organs have been particularly noticed) to 1902, and as the result of a 
very careful investigation it appears that in 798 autopsies performed 
on females dead of tuberculosis the genital organs were affected in 
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62—that is, 77 per cent., which figure agrees with Williams’!® 
results quoted above. 


The different organs were found affected as follows: 


Fallopian tubes .. 


co 
Oo 


9» », and body of uterus ied 
* » body of uterus, and ovaries... 
9 »» and ovaries 

Ovaries 

Uterine cervix 

ce body 

Vagina “ne ror 

Fallopian tubes and vagina was 
4 » body of uterus, and cervix ... 


Ee », body of uterus, ovaries, and vagina ... 
Vulva ... 
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From this it appears that the various organs are affected as 
follows: 


Fallopian tubes es ai ... 80°6 per cent. 
Body of uterus we dea .. 29°0 

Ovaries 7 ees ses we 225 

Cervix ses ai ‘sis - 

Vagina ifs ii or .. 64 

Vulva ‘is “ay im «x s 


With reference to the comparative frequency of primary tuber- 
culosis of the genital organs in comparison with cases of secondary 
tuberculisation, Mosler 5? gives the proportion of primary disease as 
17°3 per cent.; Trenchs, 15°6 per cent.; Schramm,*® 20°9 per cent. ; 
and Merletti,2* 18°6 per cent.; whilst of the 62 cases noted at 
Brompton one was primary=10°6 per cent. 

TUBERCULOSIS OF THE FEMALE GENERATIVE OrGANS IN CHILDHOOD. 
—This disease is generally regarded in children as a rare event, but 
Still,5> in a careful examination of 126 consecutive autopsies in 
females below twelve years of age, states that he found 12 cases, or 
9°5 per cent. Merletti?® gives the percentage before puberty as 7°3, 
and the Brompton records as 6°8. 

Of the 126 quoted above, 13 had general tubercular peritonitis. 

In only one case did Still find the ovaries affected—an infant 
of eight and a half months, and in no case was the vagina or vulva 
involved. 
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In discussing the method of infection, he points out that if the 
primary infection occurs through the female genital tract, it might 
reasonably be supposed that tubercular peritonitis would be 
commoner in girls than boys; and yet in 100 autopsies of tubercular 
peritonitis at Great Ormond Street Hospital for children 52 occurred 
in boys and 48 in girls; whilst Rillez and Barthez for children under 
fifteen give the proportion as 53 in boys and 33 in girls. 

The fact that there is no lesion to be found in the vagina does 
not quite contra-indicate this as a route for infection, since it is well 
known that tubercle of the esophagus and trachea is rare, and yet 
there is no doubt that the tubercle bacillus gains entrance to the 
lungs and intestinal tract vid these tubes. 

Again, whilst it must be quite easy for tubercle bacille to pass 
from the peritoneal cavity into the tubes—vide Pinner’s experiments 
with powdered cinnabar—yet it is certainly with great difficulty that 
micro-organisms are able to pass from the vagina to the tubes, since, 
although vaginitis—the discharge of which contains a large number 
of pyogenic organisms—is common in children, it is very rare for 
the inflammation to spread to the uterus or tubes. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Pregnancy with an Intact Hymen. 
Severt (A. R.). La Clinica Ostetrica, August, 1902. 


Ir is pointed out that there are three classes of cases in which the 
hymen may be found intact in a pregnant woman; in one, the 
membrane is of such a yielding and lax consistence that it permits 
coitus (and even labour) without lacerating; in another, there has 
been no penetration, but only the deposit of semen in the vulvar 
cleft; and in the third, there has been an anomalous conformation 
of the external genitals and, especially, of the hymen itself. Severi’s 
case belonged to the last-named class. Coitus had always been 
accompanied by considerable pain and suffering. The patient was 
four months pregnant when she came to hospital for advice in 
connection with some of the sympathetic phenomena of gestation. 
The urethral orifice was found to be dilated, and below it and to the 
left side a small fissure in the hymen was seen. The examining 
finger was introduced into this fissure, and immediately a serious 
hemorrhage took place; this was quickly checked with artery forceps, 
and it was seen that it had come from a ruptured varicosity 
immediately within the lacerated hymen. Some catgut sutures were 
introduced ; the pregnancy went on to the eighth month, and labour 
occurred naturally, save for a perineal laceration of the second 
degree. The author remarks on the curious circumstance, that the 
examining finger in this case easily lacerated a hymen which had 
resisted laceration in many attempts at coitus. The dilatation of the 
urethra had, however, been caused by these unsuccessful attempts. 
Had the laceration and subsequent hemorrhage occurred under other 
circumstances the woman might have died, and an obscure medico- 
legal problem might have resulted. 
J. W. Bauiantyne. 
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On the Entrance of Bath-Water into the Vagina of Pregnant 
and Parturient Women, and the Usefulness of Baths at 
these times. 


Hertzxa. Monats. fiir Geburts. und Gyndk., September, 1902. 


Srrocanorr first drew attention to the possibility that bath-water 
might be a source of infection to parturient women, and tried to show 
by means of chemical reactions that water does get into the vagina 
during the bath usually taken before labour. As a result of giving 
up baths and merely washing in a flat metal basin, the morbidity 
percentage of his cases sunk from 15 to 7 per cent. On the other 
hand, Winternitz repeated his experiments, and came to a directly 
opposite conclusion. Sticher experimented with bath-water in which 
quantities of the Bacillus prodigiosus were mixed, and found that 
this bacillus after the bath could, as a rule, be cultivated from the 
vaginal secretions. His experiments were carefully carried out, the 
vagina being opened after the bath by separation of the labia by the 
hands of an assistant from the outside, and pulling the anterior from 
the posterior vaginal wall by means of sterile forceps. In this way 
a platinum needle could be plunged into the vagina 2 or 3 cm. from 
the hymeneal remains without any chance of touching the skin or 
being otherwise contaminated. The author points out that this 
method, however, is open to objection, because the small layer of 
bath-water adhering between the labia must run backwards into the 
vagina as this is opened, and this is probably the source of the 
bacteria from which the cultivations were made. On this account 
the author repeated Sticher’s experiments with an improved 
technique. He introduced into the vagina before bathing a very 
small sterile gauze tampon attached to a fine, but firm, steel thread, 
which passed through a small sterile glass tube, and was fixed water- 
tight into its lower end. Thus the gauze tampon could be drawn 
into the glass tube after the bath, and so removed from the vagina 
without contamination from the vulva. At the same time, if any 
water did get into the vagina, the gauze tampon would soak it up, 
and so would contain bacilli which were in the water. In eight cases 
investigated in this way no bacilli could be cultivated from the 
gauze tampon, although some of the patients were multipare. From 
these experiments it would seem that water probably does not enter 
the vagina during the bath. Nevertheless, it is clear that the bath- 
water must contain bacteria, epithelial scales, possibly dried 
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excrement, etc., and so, if by any chance some did get into the 
vagina, it might be a source of infection. Therefore the author 
comes to the conclusion that the bath should be given up, and 
washing with a stream of warm water and soft soap should be 
substituted. For this purpose he arranges a flat metal basin under 
the patient, with an arrangement for the water to flow away at 
once, so that she does not sit in contaminated water. 


Tuos. G. STEVENS. 


Pregnancy Complicated by Pelvic Abscess. 
WertHEim. Cent. fiir. Gyndk., November 23rd, 1902. 


WERTHEIM records the case of a patient, aged 26, who was admitted 
into hospital with signs of intestinal obstruction. She was 4} months 
pregnant. Examination was made under anesthesia, but no 
abnormal resistance was found in the pelvis, and it was decided to 
watch the case for a time. The obstructive symptoms increased in 
severity, and two days later the abdomen was opened. On the right 
side a large abscess sac was adherent to the uterus and to a coil of 
intestine. The proximal part of the bowel was greatly distended, the 
distal portion was empty and contracted. In separating the bowel 
the abscess sac burst; the uterus and right appendages were removed. 
A drain was inserted through the vagina. The patient died in 
24 hours. Wertheim remarks that pregnancy complicated by pelvic 
abscess is infrequent. Hlawatschek, Fleischmann, and Fabricius 
have recorded cases. The risk of rupture of the pyosalpinx when 
adherent to the pregnant uterus is great, and added to this, as the 
above case demonstrates, is the possibility of acute intestinal 
obstruction. 
Curnpert Lockyer. 


The influence of Variola on Pregnancy and the Puerperium. 


Brassart (H. M.). L’Echo Médical du Nord, November 23, 1902. 


Dcrine the six months April to September, 1902, the writer observed 
in L’H6pital de la Charité, at Lille, 29 cases of variola complicated 
by pregnancy. Of these 29 patients, one suffered from the varioloid 
form, and the pregnancy continued its natural course. The statistics 
quoted show that this is the usual event; L. Mayer, for instance, has 
recorded 37 cases with only four abortions. Nineteen suffered from 
the discrete variety; of these eleven recovered without symptoms of 
abortion; in one abortion threatened, but did not take place. Four 
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were delivered at full term; these patients all recovered, but one of 
the children developed variola on the eighth day, and died. In the 
remaining three cases abortion occurred; two recovered, the third 
died a month later of pyemia. The conclusion is that in discrete 
smallpox the prognosis is not materially affected by pregnancy, but 
that abortion is to be regarded as a grave accident. Of confluent 
cases there were three; one recovered, the pregnancy being un- 
interrupted ; two died. “Grave as is the prognosis in this form of the 
disease, it is still more grave in a pregnant woman.” In hemorr- 
hagic smallpox, abortion and death occur almost without exception. 
Six of the 29 cases presented this form; in each of them abortion 
oceurred, and in each of them the termination was a fatal one. 
One case presents points of special interest. A woman, 8} months 
pregnant, entered the hospital on the fifth day of her illness, and 
seemed to have a mild form of the disease. On the evening of the 
same day she gave birth to a living child. There was very little loss 
of blood. The next day the rash became purpuric; hemorrhage from 
the uterus and from the rectum occurred, and death took place two 
days later. In conclusion, certain general questions are discussed : 
Does pregnancy render a woman more liable to infection? During 
the period under consideration 150 women were admitted to the 
hospital ; of these 29 were pregnant, a proportion of one in five. This 
large percentage, however, does not necessarily indicate a special 
predisposition, but may be accounted for by the fact that few 
pregnant women were re-vaccinated, for there is a popular belief that 
pregnancy confers immunity, and also that vaccination during 
pregnancy is a dangerous proceeding. Do pregnant women contract 
the disease in a more severe form? The answer to this question is 
that pregnancy does not appear to predispose to the graver forms of 
the disease, but that the liability to abortion makes the prognosis 
more gloomy. Does the period to which gestation has advanced 
influence the course of events? Nearly all previous writers are 
agreed that the more advanced the pregnancy the greater is the 
liability to abortion and premature labour. The present observer’s 
cases do not bear this out. Of seven abortions, four took place before 
the fourth month, and only three between the sixth and the ninth 
month. What are the causes of abortion? According to Gariel, the 
lumbar pains; but these pains are not especially severe in the 
pregnant, and, moreover, no relation could be traced between the 
severity of the pains and the frequency of abortion. According to 
Chaigneau, the cause is hemorrhage. This must be looked upon as 
a sign of abortion rather than as a cause; and no definite lesions have 
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ever been found in the placenta. According to German writers the 
cause is rise of temperature; but experiment has demonstrated that 
women can be subjected to a very high temperature without abortion 
occurring. We are driven back, then, to the view that abortion is 
probably a direct result of intoxication by the poison of the disease, 
which possibly acts by causing changes in the nutrition of the foetus, 
possibly by leading directly to its death and expulsion. Abortion 
then darkens the prognosis in variola, and, moreover, renders the 
patient liable to septic infection during the puerperium; particularly 
is this the case should abortion occur during the stage of suppuration. 
Furthermore, abortion may transform a mild case of variola into a 
rapidly fatal hemorrhagic form, and should the patient survive the 
immediate shock she may die soon afterwards from a gradual loss 
of strength. 


H. WILLIAMSON. 


The Indications for the Interruption of Pregnancy on Account 
of Nephritis. 


Hormerer. Monats. fiir Geburts. und Gynik., October, 1902. 
(Ergainzungsheft). Band XVI. 


In a former work the author showed that out of 137 cases of nephritis 
in pregnancy 33 per cent. of the women died soon after delivery quite 
apart from eclampsia, and 60 per cent. of the children. These figures 
were obtained from a hospital, in which, no doubt, the worst cases 
would be admitted, and so in general it must be supposed that they 
are too high. Nevertheless they show that, apart from eclampsia, 
nephritis during pregnancy does constitute a very real danger for 
both mother and child. The author considers the question of 
interruption of pregnancy, first in the cases where pregnancy super- 
venes in a woman already the subject of chronic nephritis; secondly, 
in women the subjects of the so-called “ pregnancy kidney,” in whom 
signs of kidney disturbance begin first in pregnancy ; thirdly, in cases 
of acute nephritis. 

In the first case he holds that abortion or premature labour should 
be induced, on account of the figures above quoted. Pregnancy does 
undoubtedly disturb the compensatory changes between heart and 
kidneys in pre-existing chronic nephritis, and readily gives rise to 
cedema, ascites, etc. This must leave the kidneys in a worse 
condition after labour, and a proportion of the cases will die. This 
condition, too, must always be a cause of frequent intra-uterine 
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death of the foetus, because of the infarction of and hemorrhage into 
the placenta, which so often accompanies it. The danger of the onset 
of eclampsia in these cases is very slight indeed, very few cases being 
on record ; and so on this account it is not necessary to induce labour 
or abortion. 

A much more difficult question arises when the second class 
of case is considered. Here there is no previous kidney disease ; 
the patient is apparently healthy before the onset of pregnancy. As 
a rule the albuminuria and cedema begin late in pregnancy, and 
appear to be caused by some toxic substance in the blood. It is 
believed, but by no means proved, that this condition of “ pregnancy 
kidney ” can clear up entirely, and does not lead to a chronic 
nephritis. It may even recur in subsequent pregnancies, and then 
the question arises whether in the intervals the kidneys recover 
entirely, or the disease remains more or less latent. Also in many 
instances in literature there is no evidence forthcoming that the 
patients really were healthy before the onset of pregnancy. On the 
whole, the author is rather inclined to believe that a real chronic 
nephritis may result from the so-called “ pregnancy kidney.” The 
danger of eclampsia is a real one in these cases, for the same 


intoxication which causes the eclampsia also in all probability is the 
cause of the kidney condition. The danger of the onset of eclampsia 
can often be anticipated by very careful urinary examination. So 
that from this evidence the author considers that premature labour 
should be induced in cases of the so-called “pregnancy kidney,” 
where, in spite of treatment, dietetic and otherwise, the symptoms do 
not improve. 


The third class comprises those cases in which eclampsia comes 
on during pregnancy with signs of nephritis, and is relieved without 
interruption of pregnancy. These cases, according to the author are 
really cases of acute nephritis, and not of the so-called “ pregnancy 
kidney.” They are to be recognised by the usual signs of acute 
nephritis, such as the diminution of the amount of urine, and 
especially the presence of red blood corpuscles in the urine. The 
danger of eclampsia supervening is very great where these acute 
nephritic symptoms are present, but if the eclampsia can be relieved, 
or the foetus dies, the rule is for the nephritis to recover, just as acute 
nephritis caused by other conditions can recover completely. As it is 
possible in these cases to relieve or even avert eclampsia, and as this 
is the only real danger, the author considers that induction of labour 
in such cases is not warranted. 


Tuos. G. STEvENs. 
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On Labour Complicated by Ovarian Tumours; Abdominal 
Ovariotomy during Labour, followed by Delivery “per vias 
naturales.” 


Semon. Monats. fiir Geburts. und Gynik., September, 1902. 


Lazsorr complicated by ovarian tumours constitutes one of the most 
grave conditions to which parturient women are liable, and was a 
source in former times of appalling mortality to mother and child. 
Various opinions are now held by authorities as to the best means of 
treating such cases, but for the most part they narrow down to a 
conflict between the choice of Cesarean section or ovariotomy during 
labour. The majority hold that Cesarean section is indicated, 
among whom are Spiegelberg, Fehling, Hohl, Flaischlen, Lomer, 
Stratz, Ostermayer, Mond, Rubeska, and Braun; while a minority, 
among whom are Schauta, Loehlein, Stande, Fuchs, and Martin, 
believe that ovariotomy during labour is the best method of treat- 
ment. Definite opinions have been given that it is not good practice 
to perform ovariotomy and then deliver per vias naturales. The 
author describes a case in which this latter method was carried out 
with a successful result. The patient was a primipara, twenty-three 
years old, who had been in labour some hours. On examination, a 
tumour, which gave no fluctuation, was found filling up the pelvis, 
and appearing above the symphysis. This tumour displaced the 
cervix so that it could only just be felt high up above the symphysis, 
and was dilated enough to allow a foot to be felt. The tumour was 
thought to be either a fibromyoma or a dermoid; it could not be 
moved out of the pelvis, and as puncture seemed to offer no advantage 
laparotomy was performed. The incision was made from a hand’s 
breadth above the pubes to midway between the umbilicus and the 
ensiform. The uterus was drawn out of the abdomen and surrounded 
by warm towels, and then with difficulty the tumour was pulled up 
out of the pelvis and was found to be the right ovary. The pedicle 
was easily secured with silk ligatures and the tumour cut away. The 
left ovary was healthy and so was not removed. The uterus was now 
returned to the abdomen, the wound sewn up, and a quarter of an 
hour after the operation was finished, the delivery was easily 
completed per vias naturales. The child was born alive, but 
somewhat asphyxiated; however, it soon recovered under heart 
massage and stimulation of the skin. The mother and child made 
a good recovery. The tumour was of the sarcomatous type, being 
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microscopically an endothelioma. Although the left ovary was not 
removed, no recurrence of the tumour occurred in it, and the patient 
became pregnant two years later, and was easily delivered. 

The importance of the case consists in the variety of the tumour 
found, the method of treatment, and the ease with which the 
treatment was carried out. The points commonly urged against 
this method of treatment are: The possibility of a ligature slipping 
when the uterus is emptied, as Fehling and Hohl reported. The 
possibility of premature separation of the placenta and asphyxia of 
the child as a result of cooling of the uterus when eventrated, and 
also the great length of incision necessary to eventrate the uterus. 
None of these changes seem to have been present in this case, and 
the proceeding seems to be the most simple which could have been 
adopted. The author discusses at length the advisability of leaving 
the other ovary, although to the naked eye the tumour seemed to be 
a sarcoma. The tumour was absolutely free from adhesions; the 
pedicle was membranous; the peritoneum of the tumour and pelvis 
was normal. ‘These points indicated no great amount of malignity 
in the tumour, and so, as the other ovary was apparently healthy, 
it was left. The author discusses fully the older methods of 
treatment, considers most of the cases lately reported, and comes to 
the following conclusions : 

1. No attempt must be made to deliver per vias naturales before 
the obstructing tumour is removed. 

2. The tumour may be removed either by reposition, by puncture 
and incision per vaginam, or by ovariotomy during labour. 

3. Reposition and puncture are not without risk. Forced 
reposition often leads to rupture if the tumour is cystic, and even 
after reposition twisting of the pedicle may occur with all its dangers. 
Puncture can only be employed for cystic tumours. 

4. Ovariotomy during labour gives the best prognosis for mother 
and child, and is the most rational proceeding if it can be carried 
out. Whether it shall be performed by the abdominal or the vaginal 
route must be decided for each case on its merits. However, vaginal 
ovariotomy can only be performed when the tumour is cystic, not 
adherent, and the pedicle can be surely controlled. 

5. Cesarean section is to be reserved for cases where attempts at 
ovariotomy fail, for all inoperable tumours, for densely adherent 
tumours, and for intraligamentous tumours. 

Tuos. G. STEVENS. 
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Child-birth in a Patient with Advanced Locomotor Ataxy. 
Coun. Centr. fiir Gyndk., November 16, 1902. 


THE patient first came under observation in May, 1894. She was 
aged thirty-seven, nulliparous, and complained of pelvic pain. The 
uterus was retroflexed, the gait was peculiar, the deep patellar 
reflexes were absent on both sides. The diagnosis of tabes dorsalis 
was confirmed by Mann, the privat-docent in the department for 
nervous diseases at the University of Breslau. 

In November, 1896, pregnancy supervened; this was after 
fourteen years of married life, during which time the patient had 
been sterile. Cohn expected trouble in the confinement on account 
of the patient’s age, but the first indication of labour was the presence 
of the foetal head at the vulva. A midwife, being in the house, 
attended the woman, and confirmed the statement that the delivery 
was painless. The child was born alive, and the puerperium was 
normal. This absence of pain is therefore characteristic of the 
labour of tabetic subjects, the same being noticed by Litschkus and 
Mirabeau. The woman died from her disease a year after the birth 
of the child; the latter died eight months after birth, the cause of 
its death being unknown. 

In the Transactions of the Obstetrical Society of London, Vol. 
xxxix., p. 191, Dr. Amanp Rovtu recorded the case of a woman who 
fractured her spine in the mid-dorsal region during the sixth month 
of pregnancy, with the result that she became paraplegic below the 
level of the sixth dorsal vertebra. Labour came on 261 days after 
the last menstruation, and was quite painless. 


Curupert Lock yen. 


On Delivery in Rachitic Pelves, 
Vatency (J. L.). U’Obstétrique, September, 1902. 


Tuts article is too tabular to lend itself to abstraction, but the general 
conclusion is to condemn symphyseotomy and to show that with a 
diagonal conjugate of 9 to 11 em. (34 to 4} inches) spontaneous 
delivery often occurs, and gives the best prognosis for mother and 
child. So that, if there is no reason to suspect that the head is 
especially big, the obstetrician should not be in too great a hurry to 
interfere. His cases are drawn from four years’ work in the Clinique 
Tarnier. 
KE. H. L. Ovrenant. 
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The Treatment of Placenta Previa, based upon a Study of 
Thirty Cases. 


DeLer (JosEru B.). American Gynecology, August, 1902. 


In the treatment of these cases no one method was adopted, but all 
measures were applied as indicated by the conditions present. 
Though several mothers came very near death, only one died, and in 
that case from sepsis. Another almost died as the result of too hasty 
extraction, with hemorrhage from a laceration of the lower uterine 
segment, which was stitched with the greatest difficulty. Of the 
thirty-one children, fifteen died, but nine of these were either not 
viable or were dead before the case came under treatment. Recent 
innovations in the treatment of placenta previa are the result of an 
urgent desire to improve the chances of the infant. The use of the 
colpeurynter is more favourable to the child than the older method 
of Braxton Hicks’ version, but no one method will meet all cases. If 
labour has commenced, the state of the cervix and the degree of 
hemorrhage will indicate the course to pursue; if it has not begun, 
the membranes should be punctured and a colpeurynter put into the 
uterus, so as to rest on the placenta and press it against the cervix, 
traction being made on the tube. When the hemorrhage is slight, 
the pains regular and strong, and the cervix dilating satisfactorily, 
the case may be watched, and the membranes ruptured if the 
hemorrhage becomes greater. The presenting part coming down 
will usually stop the hemorrhage; if this is not the case, and the 
cervix is completely dilated, delivery should be effected at once, by 
forceps if the head is engaged, or by podalic version if it is not 
engaged, or by the breech if it is presenting. If, however, the cervix 
is not completely dilated, the writer finds two procedures worthy of 
notice—Braxton Hicks’ version and metreurysis, as recommended by 
Maurer and Diihrssen. For the latter, he uses Carl Braun’s 
colpeurynter, and keeps up traction till it is expelled; when this has 
occurred, an examination is made to determine whether the cervix 
is completely dilated, and the head has followed the bag and engaged 
in the pelvis. If both have occurred the hemorrhage has ceased, 
and, if the foetal heart tones are normal, the case may be left to 
nature. If the cervix is not dilated completely, version may be 
performed, or the bag may be replaced and filled with a larger 
quantity of water, so as to make it the size of the foetal head, and 
after its expulsion the child may be delivered without delay, by 
version or forceps, depending upon the conditions. Too rapid and 
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too early delivery are especially to be avoided. If, before the cervix 
is fully dilated, there should arise an indication on the part of the 
child to deliver at once, it must be disregarded. Great hemorrhage 
and collapse do not indicate rapid delivery; on the contrary, the 
sudden emptying of the uterus may add to the shock and turn the 
balance against the woman. In these cases the quickest and most 
definite way of stopping the flow of blood is by version and 
tamponing the lower uterine segment with the breech. When the 
hemorrhage is controlled, the patient may be stimulated and saline 
injected. Further, rapid delivery may cause extensive laceration 
of the cervix, which often seems more distensible than it really is; 
any laceration, however superficial, is bound to open a vessel of 
greater or less magnitude, and as the retractile power of the lower 
segment is slight, the hemorrhage may be furious. 

The treatment during the third stage is important. Retention 
of placenta and membranes is common; it is advisable to remove the 
placenta at once, and if the usual means are not immediately 
successful, to insert the hand for that purpose. Owing to the 
softness and vascularity of the cervix, it may be impossible to sew up 
a tear, or to sew it up quickly enough to save an already 
exsanguinated woman. Everything should be ready, and valuable 
seconds should not be wasted on uncertain methods of hemostasis; 
even if the bleeding is only moderate, the whole utero-vaginal tract 
should be tightly tamponed. For this purpose the author uses gauze 
wrung out of a } per cent. lysol solution. The injection of saline 
solution—under the skin, not into rectum, as it may interfere with 
local treatment—is recommended in cases of severe loss, and even 
when the hemorrhage is still going on. 


J. S. FarrBarrn. 


Morbid Anatomy of Eclampsia. 
Scumort. Cent. fiir Gyndk., October 5th, 1902. 


In addition to characteristic changes in the liver, kidneys, heart and 
lungs, Schmorl found in his case numerous hemorrhages and 
softening in the brain. Death resulted from bleeding into the pons 
Varolii and also medulla oblongata, where it had burst into the 
fourth ventricle. He remarks upon the rarity of hemorrhage in this 
locality as compared with the more frequent bleeding into the 
substance of the larger brain. The peritoneal cavity contained 
1 pint of fluid blood; no rupture of the uterus was discovered, but the 
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blood was thought to have come from the thin-walled vessels in the 
pedicle of a subserous fibroid. The peritoneum was studded with 
decidual growths, which Schmor! describes as a constant phenomenon 
in cases of hemorrhage occurring in intra-uterine gestation. In the 
pouch of Douglas these growths reached a thickness of from 2 to 
3 mm.; on the ovary they formed a thick reddish-white, velvety 
follicle. 

The occurrence of such growths has been confirmed by other 
writers, and Schmorl, on the supporting evidence of seventy cases, 
regards them as an ordinary condition in pregnancy, and the 
puerperal state, but remarks that they do not, as a rule, attain the 
size mentioned above, being usually threadlike or tubercular knots on 
the peritoneum and ovaries. Adhesions favour their development; 
and when widely distributed they have to be distinguished from 
miliary tubercle; this can only be done by microscopical investiga- 
tion. Decidual growths have three times been observed by Schmorl 
on the great omentum as millet-seed, sessile, or pedunculated grayish 
bodies along its lower margin. Prochownick has described one 
instance in which the omentum was the seat of these growths in 
extra-uteriue gestation. The decidual growths are of connective- 
tissue origin; they lie under the epithelium of peritoneum and ovary 
(Schmorl, Lindenthal, Kinoshita). They are to be found not only 
on the surface of the peritoneum and ovaries, but also in the deeper 
layers, especially in the neighbourhood of smaller veins. The 
decidual cells lie in part close together, and in part they are separated 
by a threadlike intercellular substance. The presence of glycogen in 
the cells is not constant. The serosa covering the tubes has never 
been found to present these tubercles. Experiments were made upon 
dogs to try and prove whether cytolysine plays any part in the 
causation of eclampsia, but the investigations gave negative results. 


CurHBert LOCKYER. 


Czsarean Section Twice Performed on a Patient Suffering 
from Achondroplasia. 


Hercort. Ann. de Gynéc. et d’Obsiet., August, 1902. 


Recorps of repeated Cesarean section in the same patient are 
relatively rare. Hergott’s case was a woman of twenty-seven, 
admitted to the service at Nancy on November 25, 1901, pregnant for 
the fourth time. Her first labour was terminated by basiotripsy, the 
second by embryotomy, as she refused Cesarean section. Becoming 
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pregnant a third time, she decided to submit to Cesarean section, 
which was successfully performed by Schuhl on September 8, 1900. 
The child lived. Thirteen months afterwards she returned, in labour 
the fourth time, and decided to undergo Cesarean section for the 
second time. The patient was an achondroplasic dwarf measuring 
only 4 feet in height. The size of her head presented nothing 
peculiar, there were no appearances of rickets, and the trunk, 
hands, and fingers were normal. The humerus, however, as 
compared with the forearm, appeared relatively short. The most 
remarkable deformity existed in the lower limbs. The femora only 
measured 102 inches, and were curved outwards. The tibize were 
proportionately longer than the femora, but only measuring 11} 
inches, the tuberosities and articular surfaces being much enlarged. 
The feet and hands were those of an ordinary adult. The pelvis was 
markedly deformed. Interspinous diameter, 9} inches; intercostal, 
9} inches; external conjugate, 53 inches. The diagonal conjugate 
was, however, barely 2°9 inches, and the diamétre utile—i.e., the 
distance between the promontory and the posterior “ surface ” of the 
symphysis—2°3 inches, showing a very considerable contraction. 
The author refers in full to the more recent works on achondroplasia, 
in which the disproportion of the limbs to the trunk is pointed out, 
the humerus and femur being relatively short as compared with the 
radius and ulna and the tibia and fibula. The back in achondrop- 
lasia is flat, with a lumbar concavity, the inferior extremity of the 
sacrum being thrown backwards. 

At the second Cesarean section on October 25, 1901, the patient 
was well advanced in labour. The incision was made in the median 
line, but the structures of the abdominal wall were confused by old 
scar tissue. There were well-marked adhesions of the uterus to the 
abdominal wall, especially to the left of the middle line. These were 
so dense that Hergott deemed it safer not to interfere with them. 
The membranes were artificially ruptured from the vagina and the 
uterus incised. The placenta was anterior. After cutting through 
this, the child was extracted by the feet. It was partially 
asphyxiated, but soon recovered. The uterine retraction was not as 
good as usual, owing to the adhesions, which held the uterus up, but 
hemorrhage was not markedly severe. Jodoform gauze was used as 
a vaginal drain through the cervix, and the uterus closed by silk 
stitches in the usual way. The uterine wall at the situation of the 
placenta was noted as remarkably thick. After the operation the 
patient did well, except for an attack of violent pain in the region of 
the abdomen corresponding to the uterine adhesions described above. 
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This was relieved by morphia. On subsequent examination the 
uterus was found to have involuted well, but to be much higher than 
usual. 
Mother and child did well, and left the hospital twenty days after 
the operation. 
C. H. Roserrs. 


Post-Mortem Czsarean Section ; Child Saved. 
Baver. Monatsschr. f. Geb. u. Gyn., October, 1902. 


Baver attended a moribund woman, aged twenty-four, in the ninth 
month of her second pregnancy. Vomiting and loss of consciousness 
followed after ten days of headache and feverishness. There was 
also opisthotonos, and the urine contained a trace of blood and 
albumen. Meningitis was diagnosed. For a few days the patient’s 
condition improved, the pulse remained rapid, but the temperature 
never reached 102°; still, the opisthotonos grew worse, and the 
patient shricked if she attempted to set the cervical vertebre in 
action. Suddenly cyanosis set in, and Bauer saw that she was 
dying. The foetal pulse was 140, the maternal heart ceased, then 
the pulse dropped to 100. Half a minute laier the parietes were laid 
open, the uterus drawn out and freely incised, the membranes 
ruptured, and the child delivered. It was slightly asphyxiated, but 
soon cried out loudly. The placenta being removed, the uterus of 
the dead woman contracted firmly, as had been observed in earlier 
cases. Bauer closed the uterus and parietes, and the operation was 
ended fourteen minutes after death. The child measured 17} inches, 
the circumference of its head was 124 inch s, and its weight was 
4} pounds. A recently delivered woman in the same institution 
suckled it, and at the end of a month it was discharged in good 
health. Bauer notes that in this case several conditions favoured 
success. There was never very high temperature, a source of great 
danger to the foetus; the carbonization of the blood was confined to. 
the patient’s dying moments; and the operator found the fetal pulse 
existent, though sinking after the mother’s death, and immediately 
opened the uterus and delivered the fetus. There was no sepsis, 
another danger to the child. It is clear that the mother was dead. 
Schwarz and Dohrn believe that the child can only be saved by 
delivery whilst the maternal life is not absolutely extinct; proof of 
‘actual death is, however, not always certain in cases where prompt 
action is taken. Post-mortem Cesarean section is decidedly a 
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successful operation. Out of 15 cases recently reported, 12 children 
were delivered alive, two out of which died speedily. A net saving 
of two-thirds shows how justifiable is this operation. The 3 children 
dead when the uterus was opened were all borne by mothers with 
eclampsia. But in 8 of the 15 cases that disease was the cause of 
maternal death; yet 5 out of the 8 children were alive. Out of the 
2 children that died speedily, however, 1 was from an eclamptic 
mother. The second was very weakly, not 3 pounds in weight. 
Only 3 of the whole 12 born alive breathed well from the first; all 
the others were more or less asphyxiated. In the discussion on 
Bauer’s paper, Martin related a case where the mother died just as 
labour was about to be induced near term, owing to trouble from 
valvular disease. Within five minutes of her last breath a living 
child was delivered through a transverse fundal incision. The child 
was reared. Lichtenauer operated where a woman was dying of 
suppurative peritonitis from two homicidal wounds of the intestine; 
the child was alive, but soon succumbed. 
AxBan Doran. 


The Indications for Hysterectomy in Puerperal Infections. 
La Torre (Pror. F.). La Clinica Ostetrica., Sept.-Oct., 1902. 


In an able and conservative paper La Torre reviews the question of 
hysterectomy in puerperal infections. He holds that there are only 
a few circumstances in which it is justifiable. In complete retention 
of the placenta, when it cannot be removed by the natural passages, 
and when there are signs of putefraction, a general infection is 
practically certain, and hysterectomy should be performed. The 
operation should also be performed when there are abscesses in the 
uterine wall, and there is little likelihood of the uterus returning to 
its normal state; and also when in severe cases of infection curetting 
and all other means have proved futile and the site of infection is 
still localised in the uterus. He thinks that in most cases the 
conventional methods of treatment will prove efficacious, and are to 
be preferred to hysterectomy. 
R. W. MacKenna. 


Asphyxia Neonatorum from Congenital Atresia of the Larynx. 
Gicut. Archiv. Italiano di Ginecol., August 31, 1902. 


Tue author records a case in which it was found impossible to make 
the air penetrate into the lungs. Tracheotomy was performed, but 
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the child died. At the autopsy it was found that the larynx ended 
in a cul-de-sac, and had no communication with the trachea. The 
cricoid cartilage, instead of having its usual annular shape, was a 
solid disc, and closed the larynx inferiorly; its two surfaces were 
covered with the laryngeal and tracheal mucous membranes respec- 
tively. Clinically, the case was interesting in respect to the slowness 
with which death supervened. Tracheotomy is the only rational 
mode of intervention. 
J. W. BALLantyNe. 


The Mammary Gland in the Fetus and Newly-born Child. 


Kerrrer. Bulletin de la Soc. Belge de Gynéc. et dObstét. T. xiii., 
No. 2. 


Tue paper deals with the histological researches of the author upon 
the various changes which take place in the breasts of newly-born 
children. It is a frequently observed fact that there is more or less 
swelling of the breasts, accompanied with an abundant secretion, 
which resembles milk. This occurs not only in female ut in male 


infants. The author records a series of histological researches on the 
subject, and microscopic section of the breasts of foetuses at various 
ages were made, as well as of newly-born children. Several good 
drawings accompany the text. 

The first indications during fetal life of any glandular elements 
are seen about the sixth to seventh week, and cutaneous fragments 
taken from the mammary region of foetuses from this time up to 
term give an interesting series of pictures regarding the development 
of the breast. During the first six months of foetal life the breast is 
represented merely by a thickening of the epiblast. During the last 
three months, however, the secretory elements of the gland are 
elaborated from the rete-Malpighti. This layer shows constantly in 
all sections great richness in nuclei, which stain deeply, the cells 
themselves being arranged perpendicularly to the surface, the other 
epiblastic elements of the skin remaining flattened. These in a way 
take part in the formation of the gland, filling its lumen during fetal 
life, but they eventually undergo degenerative processes. The writer 
concludes that the rete-Malpighii alone forms the true glandular 
elements of the breast; all the others disappear, leaving by their 
degeneration a free space, which becomes the lumen. 

During the whole of intra-uterine life the breasts are only repre- 
sented on the exterior of the skin by a slight depression surrounded 
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by a slight cutaneous elevation. Under the microscope this 
depression corresponds to an inward and downward budding of the 
epidermis; it is at first hemispherical, but tends to be cut off from 
its epidermic attachments. About the third month it loses its 
hemispherical form, and becomes festooned and branched. From the 
sixth month onwards this branching becomes more marked, so that 
in sections, islands of cells appear free in the connective tissue, cut 
often in oblique section. During the ninth month this process is 
elaborated, and the epithelial buds, which at first were solid, become 
hollowed out, forming definite glandular acini, while at the same 
time elaboration and vascularization of the connective, tissue takes 
place, forming the general framework of the gland itself. 

At birth the breast is represented by a number of ramifying 
epithelial tubes connected to a more or less definite set of ducts, 
which open at the seat of the nipple proper. The central cells of 
these epithelial tubes are already in a state of liquefaction and 
degeneration, and stain badly, though here and there nucleated cells 
are evident. These originate by active proliferation of the rete- 
Malpighii, which at birth is more or less stratified. During the 
early days of infancy, in some cases, a rapid glandular activity is 
noted, so that the breasts of the new-born child are seen markedly 
enlarged, and on pressure fluid, resembling milk, can easily be 
squeezed from the nipples. From the results of microscopical 
examination the author found that many of the glandular tubes at 
birth, or in the few days after, take on extraordinary activity, while 
the delicate ducts themselves are not yet permeable. As a result of 
this there is a certain amount of obstruction, followed by dilatation 
and congestion of the deeper parts of the gland. So great is the 
activity of the deeper tubules of the breast that they become distended 
with a clear fluid, possessing under the microscope the characters of 
true milk. Owing to the imperfect development of the secretory 
ducts, the secretion cannot readily escape, and the whole breast 
becomes swollen and painful. In most cases this soon passes off. In 
other cases the breast may even undergo more or less complete 
destruction by pressure and inflammation, resulting in later life in 
mammary sterility. 

The author, in commenting upon this extraordinary activity of 
the breast in the newly-born, brings forward an interesting hypothesis 
for its causation—viz., that it is due to the existence of placental 
ferments capable of giving to the mammary glands of the fetus at 
ierm, and to those of the mother also, an initial stimulus, necessary 
tor the secretion of milk, these ferments being set free in the circula- 
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tion during the processes of labour. Keiffer bases his arguments on 
the theories that the placenta comes under the category of organs 
capable of “ internal secretion,” for, from the second month onward, 
should the foetus die, its death is followed by lacteal secretion in the 
breasts of the mother. Further, when the fetus is dead or expelled, 
uterine contractions facilitate the passage of substances elaborated 
from the placenta into the maternal circulation, and a fortiori by the 
umbilical cord into the bloodstream of the newly-born child, should 
the child be living. 


C. H. Roserts. 


GYNACOLOGY. 


Uterine Fibromyomata; Reasons for Early Operation. 


Freperick (Cariton C.). American Gynecology, September, 1902. 


THis paper is based on a study of all the cases (125 in number) 
operated on by the author up to April, 1902. The degenerative 
changes and complications found at the time of operation are con- 
sidered with especial reference to their furnishing reasons for early 
surgical interference. Under the heading of complications are in- 
cluded not only those directly traceable to the presence of the tumour 
in the uterus, but also other incidental conditions, such as cancer of 
the uterus, suppurative disease of the appendages, dermoid and other 
cysts of the ovary, appendicitis, tuberculous peritonitis, ventral and 
umbilical hernia, and so on. In order to estimate the value of opera- 
tion in these cases, an attempt is made to divide them into two classes 
—-viz., those in which the complications would probably lead to a 
fatal termination, and those in which they might threaten the life of 
the patient, or, at any rate, lead to continued invalidism. Fifty-one 
cases are included in the first class; of these probably fatal complica- 
tions, 23 were of the tumour or uterus, 26 of the appendages, and 2 


did not involve the pelvic organs. The second class contains 52 cases 


with complications which might cause death or tend to continued 
invalidism. From a further study of these cases the total number 
of possible deaths from complications, in the event of no operation 
having been done, is estimated at 55 or 60 out of the 125 under 
consideration, or a possible mortality of about 45 per cent. Objection 
may be made to this classification on account of the inclusion of 
diseases of other pelvic organs in the category of complications of 
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fibroids, thus swelling the possible mortality from the latter. But 
the co-existence of complications is so frequently masked by the 
fibroid tumour that their presence is not known till the abdomen is 
opened. This furnishes a cogent reason for attacking these tumours 
early. Complicating conditions must be expected in a large percent- 
age of those operated on. 

After giving a few abstracts, the writer draws some conclusions 
from a consideration of his statistics. The ages of the patients are 
grouped in decennial periods. The youngest was 23, one was 24, 
one 25, and one 26. Excessive hemorrhage was the symptom for 
which they all were operated upon. Hemorrhage is the most pro- 
minent symptom in the great majority of women under 30. The 
oldest woman of the group was operated on at 57. Fibroids probably 
delay the menopause three to five years. Symptoms necessitating 
operation are most frequent at, or approaching, the age of the meno- 
pause ; over 25 per cent. of his cases had passed the usual age for the 
normal menopause. The writer has never known of the disappear- 
ance of a fibroid after the menopause, though he has seen one, which 
filled up the pelvis of a woman in the child-bearing period, undergo 
complete absorption in one year, and two disappear after attempted 
hysterectomy, the operation being abandoned because of universal 
adhesions. The number of deaths in his 125 cases was 13, or 10°4 per 
cent. The estimated mortality without operation is 33 to 50 per cent. 
This points, in the author’s opinion, to the advisability of early 
operation, in order to secure low mortality and prompt benefits. 
Small, hard, subperitoneal nodules in women above 40 produce few 
symptoms, and are not liable to grow—at least, not rapidly. With 
this possible exception, most fibroids which give rise to symptoms 


should be removed early. 
J. S. Farrparrn. 


On Myomotomy with Retroperitoneal Treatment of the Stump. 


Hernricius. Arch. f. Gyn., 1902. Bd. lxvii., Heft 2. 


Tus paper gives an account of 118 cases of removal of the myoma- 
tous uterus, by a technique slightly modified from that of Chrobak, 
which have been observed in Helsingfors since the year 1894. The 
writer conducted this series of operations with only two deaths, which 
gives a mortality of 165 per cent. He is evidently somewhat strict 
as to the indications for operation in cases of fibroid disease, and 
considers that a large proportion of these may be left alone. Amongst 
the working classes, he points out, slighter indications demand 
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operation than amongst those who are not obliged to work and who 
have time to look after their health. The writer cuts through the 
cervix with a thermo-cautery and enlarges the cervical canal with 
the same instrument before covering over the stump with peri- 
toneum, for which purpose he uses catgut sutures. The paper 
concludes with a review of operations for fibroids which have been 


employed in Helsingfors in the past. 
W. E. Foruerci1t. 


A Plea for the Conservation of the Uterus in Pelvic 
Inflammation. 


CaMPBELL (0. Beverty). Annals of Gynaecology and Pediatry, 
October, 1902. 


Tue author thinks that the ambition of surgeons to introduce new 
methods must be held responsible for practices which are often 
deleterious to the best interests of our science. The origination of 
methods has in the past had very much to do with advancing the 
originator up the ladder of fame, and though he may originate a very 
inferior mutilative method, yet, like a new religion, it is usually 
favourably received and a following established. The author laments 
that the practice of removing the uterus in pelvic inflammation is 
becoming a popular practice in his own country. The facts that the 
uterus is often the seat of metritis, and that, according to the hospital 
reports, the convalescence is much better and quicker when the 
uterus is removed than when it is left, have no weight with the author. 
He points out that the same was claimed when both ovaries were 
removed for unilateral salpingitis, the recovery being quicker, and 
the apparently healthy ovary on microscopical examination, being 
generally found to be slightly diseased. Yet the after-history in 
numbers of these cases was so unsatisfactory that the practice has 
been abolished, and operators now try all they can to save one ovary. 
The artificial menopause precipitated by the removal of the ovaries, 
especially in young women, with its varied train of unpleasant and 
at times serious mental symptoms, the strained connubial relations 
on account of sterility, and the changes in disposition of the wife— 
these and many other untoward post-operative conditions have 
forcibly impressed the profession with the necessity of conserving 
the ovaries when possible. The author claims similar consideration 
for the uterus, and he thinks that inflammatory conditions of the 
pelvic organs should be attacked by the abdominal route and not by 
the vaginal route where it is difficult to operate successfully in many 


5 
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cases without removing the uterus to obtain more room. He regards 
a large portion of the vaginal work in pelvic inflammation as 
destructive, mutilative procedures, which save life at the expense of 
the woman’s sexual organs. The author advances the following 
arguments in favour of the conservation of the uterus: 

1. In the larger percentage of cases the uterus will recover at 
least symptomatically. 

2. The removal of the uterus markedly weakens the pelvic 
support. 

3. When the ovaries are removed the uterus atrophies. 

4. The sexual functions will be more satisfactory both to herself 
and husband, and that it is necessary to preserve the sexual function 
in married women is affirmed by the number of divorces following 
the work of the gynecologist. 

5. In a large percentage of cases an ovary or part thereof can be 
preserved, and the artificial menopause is consequently avoided, and 
maternity is also possible. 

In support of his paper the author quotes the statistics of Dr. 
F. R. Oastler and Dr. A. Palmer Dudley. 

Dr. F. R. Oastler reports 150 conservative operations, and states : 

1. That in the majority of cases the symptoms indicating 
operation are removed. 

2. That symptoms of the artificial menopause do not occur. 

3. That menstruation, sometimes in a diminishing amount, 
continues. 

4. That pregnancy resulted in 1 in 5. 

5. That marriage relations are not interfered with. 

6. That women preserve their identity, and are not relegated to 
the realms of “ its.” 

Dr. A. Palmer Dudley reports 190 cases, with the following 
results : 

Forty-two cases were unheard of. Out of the 148 cases heard 
from 28 became pregnant, of whom 23 were delivered at full term 
and 5 miscarried. 

Comyns BERKELEY. 


Primary Chorio-epithelioma Remote from the Implantation Area 
of the Ovum. 


ZAGOJANSKI-Kisseut. Archiv fiir Gyn., 1902. Bd. Ixvii., Heft 2. 


Tris paper deals at great length with a number of cases of chorio- 
epithelioma in which the uterine mucosa has remained free from 
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disease, the malignant new growth appearing in the vagina or some 
other organ in relationship with molar or other pregnancy. In the 
paper details are given of ten cases besides a new one investigated 
by the writer. Five additional cases from literature are mentioned 
in an appendix.* Th. Landau and Pick are said to have been the 
first to observe a case of this kind, and the same authorities are 
responsible for the new case now described. Their patient was a 
single woman, twenty years of age, who had always enjoyed good 
health, and who was previously quite free from lung disease. She 
was admitted to Landau’s clinic on November 9th, 1900, her last 
menstruation having occurred in the middle of August. At the end 
of October there was bleeding, with pain in the lower part of the 
body. A doctor saw her on November 5th. He found the os closed,. 
and curetted without removing anything from the uterine cavity. 
She coughed up blood repeatedly. On November 9th Landau found 
the internal reproductive organs quite normal. In the lower part of 
the vagina on the left side were two swellings in the mucosa, one as 
large as a bean, the other double this size. They looked like throm- 
bosed varicose veins. The mucosa over each was ulcerated centrally, 
and coagulated blood adhered to the floors of the ulcers. There were no 
physical signs of disease in the lungs. The other organs were normal. 
Diagnosis: Abortion, followed by primary chorio-epithelioma of the 
vagina. The two masses were excised, and the uterus was again 
curetted, very little being scraped out of it. The coughing up of 
blood continued until November 20, when it ceased. The patient 
went home on the 25th. She had a six weeks’ abortion in July, 1901, 
and when last seen, in February, 1902, was again three months 
pregnant, and was completely free from disease. Pick conducted the 
microscopic examination of the excised masses and other material. 

1. The larger mass was covered in part by ordinary stratified 
epithelium, which suddenly disappeared at the ulcerated portion. 
The surface of the mass here consisted of blood. Under this some 
chorionic villi were seen, fresh and unaltered in appearance. They 
consisted of stroma, covered by Langhan’s layer and syncytium. The 
rest of the mass consisted of blood, syncytium, and masses of cells. 
These frequently showed mitotic changes, and contained the usual 
crescentic and other masses of glycogen. The smaller mass was 
similar in structure. 

2. The material scraped from the floor of the wounds consisted of 
blood and fragments of similar tissue. 


* The list remains incomplete, as certain cases which have been recorded in 
English and American journals are not included. 
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3. The scrapings from the uterus contained no decidual cells and 
no chorionic villi, or chorionic epithelium. 

4. The blood coughed up was hardened and cut into sections, in 
which no villi or chorionic epithelium could be found. 

The writer concludes that the patient became pregnant in August, 
aborted at the end of October, and had primary chorio-epithelioma in 
the vagina, with metastases in the lungs, which caused hemoptysis. 
The deposit in the lungs disappeared after the removal of the primary 
growths. 

In the recorded cases the writer finds that the primary growth 
may occur in the uterine muscle (cervix), in the tube, in the ovary, 
in the vagina, and in other organs. Various combinations may also 
occur—e.g., uterus and vagina, vagina and lungs. These growths 
may occur not only after but also during pregnancy. It is not proved 
that chorio-epithelioma may be formed at the seat of implantation of 
the ovum, only to be thrown off completely with the placenta or mole. 
Recovery may occur in cases which are not operated on at all, or in 
which the growth is only partially removed. At the same time the 
writer holds that as much as possible should always be removed, and 
he considers the propriety of removing the uterus at the same time. 


Notz.—In connection with this subject should be noted Bussé’s case, 


reported in the Monats. fir Gyndk. und Geburts., November, 1902, 
p. 963.—Ed. 


W. E. Foruercitu. 


Echinococcus (Hydatid) Cyst in the Retrocervical Connective 
Tissue. 


Kwaver. Cent. fiir Gynik., November 23, 1902. 


THE cyst was diagnosed as a soft uterine myoma. The patient was 
admitted for inability to pass urine. She was aged 22 years, and had 
suffered from dysuria for 14 days. On examination a tumour was 
discovered rising to within two fingers’ breadth of the umbilicus; its 
surface was smooth, its consistence elastic; it occupied the right side 
of the pelvis and abdomen. Attached to the right side of this large 
tumour was a small growth, the size of a walnut, and on the left side 
was a similar body; both were movable. A round cord could be 
traced from the front of the tumour towards either inguinal canal. 
These cords were regarded as the round ligaments, the two movable 
bodies as the adnexa, and the growth was thought to be the womb. 
Per vaginam the vaginal vaults were filled, and the small pelvis was 
found to be completely occupied by a smooth-walled, elastic, widely- 
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spread-out tumour. The uterus measured 14 cm. by the sound. The 
diagnosis of uterine tumour seemed certain. At the operation the 
tumour was found to be a hydatid cyst, which had developed in the 
retrocervical tissue. The sac was dissected out after splitting the 
posterior vaginal fornix, and the cavity was drained. The sac wall 
contained many hooklets. Convalescence was uneventful. A correct 
diagnosis could only have been made by exploratory puncture and 
by the discovery of the typical hooklets. 
Curupert Lockyer. 


The Detection of Gonococci in the Deeper Layers of the Wall. 
of the Fallopian Tube. 


Kraus. JMonats. fiir Geburts. und Gynik., August, 1902. 


No special study has been made on this subject since Wertheim first 
showed that gonococci could penetrate all the layers of the wall of 
the tube, and that the epithelium and peritoneum offered no bar to 
their entrance into the deeper layers. Wertheim found gonococci in 
sections of the tube both in the peritoneum and in the tissue of the 
muscle layers. This demonstration constituted a proof that the 
inflammatory changes in the tube wall and peritoneum were an 
evidence of the life and development of gonococci in these sites. 
Bumm was of opinion that gonococci could only penetrate the super- 
ficial layers of the mucous membrane of the tube, and denied that 
these organisms could spread from the peritoneum, although he 
admitted that they flourished well there. The author investigated 
eight cases of gonorrheal pyosalpinx in order to try to find some 
substantiation of Wertheim’s assertions. Of these eight cases in one 
only were gonococci found in the deeper layers of the mucous mem- 
brane, in the muscle layers, and in the peritoneum and subserous 
tissue. The patient presented the ordinary history of gonorrheal 
salpingitis and peritonitis, and died of peritonitis after vaginal 
extirpation of uterus, ovaries, and tubes. The pus which was found 
in the tubes showed gonococci in cover-glass preparations, and gave 
typical cultures of gonococci on ascites-agar media, but no growth of 
organisms on ordinary agar-agar. This latter fact and the staining 
reaction proved these organisms to be truly gonococci. Sections of 
the tube stained in boracic methylene blue, and differentiated with 
4 per cent. acetic acid, showed gonococci in all parts of the tube, and 
especially in the peripheral parts and muscle layers. In sections 
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stained by Gramm’s method no organisms were found. Therefore 
there could be no doubt that the organisms seen were gonococci. 
According to Wertheim the gonococci can penetrate the tubal wall 
in two ways, either directly from the mucous membrane or indirectly 
from the peritoneal surface, after having come out through the open 
fimbriated extremity. In the author’s case in all probability they 
came by the latter route, because they were chiefly found in the 
peritoneum and subserous tissue. This is only the second case in 
which gonococci have been found deep in the tube wall, but it must 
not be looked upon as exceptional, as Bumm would suggest. The 
material for examination nowadays is much less than it used to be, 
because gonorrheal pyosalpinx is so often submitted to conservative 
treatment, and the tubes are not removed. Even if gonococci cannot 
be found in the pus it cannot be concluded that the cases are not 
gonorrheal, because the organisms in very chronic inflammatory 
processes die out, or only exist as involution forms, which cannot be 
recognoised microscopically. 


T. G. STEVENS. 


Dermoid in the Fallopian Tube. 
OrtTHMANN. Cent. fiir Gynik., December 7th, 1902. 


ORTHMANN speaks of the above as a hitherto unique case. ‘The 
patient was aged 33 years, and had had two children. She had been 
under gynecological treatment for eight years, having undergone 
curetting, amputation of the cervix, and anterior vaginal fixation at 
different times, but she still remained under treatment for irregular 
hemorrhages, for which she was again curetted. For the last year 
she had complained of very severe pain in the right side, and for 
some time a thickening of the right tube had been noticed. A sacto- 
salpinx and cystic ovary were diagnosed, and anterior colpotomy was 
performed, and a cystic ovary and dilated tube removed. On opening 
the tube it was found to contain fat, hair, detritus and a tooth-like 
body of cartilaginous consistence. Microscopical examination 
revealed the presence of germinal epithelium. 


CuruBert Lockyer. 
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On Tuberculosis of the Female Generative Organs. 


Report of the 4th International Midwifery and Gynecological 
Congress at Rome. Monats. fiir Geburts. und Gyndk., October, 
1902. (Erginzungshetft.) 


From the papers by J. Veit, A. Martin and Amann, jun., on this 
subject the following conclusions can be drawn : — 

Tuberculosis of the female generative organs occurs more 
frequently than was originally supposed. (Veit, Martin.) Primary 
genital tuberculosis does certainly occur, but more frequently it is 
secondary. (Veit.) 

The infection most commonly is descending, but it occasionally 
ascends from the vulva. (Veit, Martin.) On the other hand,’ 
Amann holds that primary genital tuberculosis, by direct infection 
from without, is in the highest degree questionable, and he points out 
that the examples of primary genital tuberculosis found in literature 
are not absolutely without question. Evidence gained from opera- 
tions is not sufficient proof of a primary infection, only a thorough 
examination of all organs at an autopsy, where all unsuspected 
sources of infection could be excluded, can be accepted. Also 
Amann holds that marriage with a tuberculous man offers more 
chances of infection through the respiratory tract than through the 
genital tract; especially is this the case, for the tubercle bacilli, 
having no motile power, can only follow the secretion stream 
namely, outwards from the uterus. A few, however, may possibly 
gain entrance, sticking to spermatozoa which are able to make their 
way against the outflowing secretions. Amann quotes Bollinger, von 
Recklinghausen, Ribbert, Albrecht, Schmauss, Schmorl, and Aschotf 
as having seen no absolutely certain case of primary genital tuber- 
culosis in an adult. Amann holds that the terms ascending and 
descending forms of genital tuberculosis are unpractical, as in the 
so-called primary cases of either variety the tubes are first affected. 
He believes that occasionally a primary genital tuberculosis 
in young children may occur by direct infection. According to 
Amann, the usual primary seat is in the lymph glands in young 
children, and then it is a congenital affection. From these the 
bacilli may be carried in all directions by the blood stream, and so 
may become localised in the genital tract. In older children and 
adults the respiratory tract is the most common seat of primary 
infection, less commonly the bronchial glands, the intestine and 
mesenteric glands. The seat of primary infection may be in a 
condition of degeneration, even calcareous, while the secondary 
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infection is spreading widely and even setting up disseminated 
tubercle. The female genital tract is more liable than the male to 
tuberculous infection—20 per cent. of the former to 3 per cent. of the 
latter. Chronic inflammatory conditions of the female genitals, such 
as gonorrhea, raises the liability to tuberculous infection, and in 
this respect Amann quotes Merletti—24 cases of tuberculosis out of 
80 cases of chronic inflammatory conditions. Martin also agrees that 
chronic inflammatory conditions predispose to genital tuberculosis. 
The diagnosis of genital tuberculosis can be made certain by finding 
the tubercle bacillus, but in some cases the recognition of typical 
tubercles is sufficient. (Veit, Martin.) Spontaneous healing of 
genital tuberculosis may occur. (Veit.) Healing of the primary 
source of infection may occur, while the local genital infection is 
spreading widely. (Martin.) With regard to treatment, all three 
authors agree that general treatment is of primary importance, such 
as is commonly employed in tuberculosis elsewhere. The reactive 
powers must be strengthened, the dangers of infection avoided as 
much as possible, and all predisposing inflammatory causes treated 
energetically. Operative treatment is indicated chiefly in isolated 
genital tuberculosis, either where no other primary infection site can 
be found, or where the primary source of infection seems to be 
healing or in abeyance. (Veit, Martin.) Veit strongly recommends 
iodoform as a palliative means of local treatment. The prognosis is 
always serious, but not hopeless, except in very widespread disease. 
The term “ urogenital tuberculosis ” is unpractical; we have to deal 
with two separate diseased systems, and the disease can hardly spread 
from one to the other. Tuberculosis of the urinary tract is descend- 
ing, the kidneys being first infected by the blood stream from some 
primary source. From the kidneys the ureters and vladder may be 
infected, but the latter may also be primarily infected by means of 
the blood stream. (Amaun.) 
Tuos. G. STEVENs. 


On the Formation of Cysts of the Hymen. 
ZIEGENSPECK. Archiv. fiir Gyn., 1902. Bd. Ixvii., Ht. 1. 


WrncxkEL first found two cysts of the hymen in 1883. Eleven cases 
have since been described. A fourteenth is now reported by the 
writer. The five cases observed by Winckel occurred in the new- 
born; the four described by the writer occurred in adults, as did two 
other recorded cases. Symptoms were produced in two, removal of 
the cyst once being necessary in order to relieve obstruction to the 
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passage of urine. Most of the cysts were the size of a hazel-nut or 
smaller. 

The present case shows that cysts of this class may form during 
extra-uterine life, those previously seen appearing to have been 
congenital. The patient was treated for endometritis, parametritis, 
and odphoritis in the year 1891, and a year later was attended during 
an abortion at the sixth month. She had no cyst at that time. Ten 
years later (in 1901) she again complained of the symptoms of 
endometritis, and at this time a cyst 5 cm. in diameter was found at 
the posterior commissure occupying the outer surface of the hymen. 

The writer considers the various theories as to the origin of these 
cysts which have been advanced. He holds that they are due in 
most cases to the inpushing and separation of portions of the 
epithelium of the hymen. That the growth of converging and 
blending folds can produce them he does not consider proved. In 
rare cases the cysts may be derived from lymph-spaces and from 
remnants of Gartner’s ducts. 

W. E. Foruercixt. 


Successful Splenectomy for wandering Spleen during Typhoid 


Fever. 
Asuby (Tuomas A.). American Gynecology, August, 1902. 


THE case related by the author was that of a single woman, of 22, 
who sought advice for severe intra-abdominal pains in the pelvic 
region. She was examined in hospital a week after the initial 
symptoms had been noted. The temperature was 104°. A large 
mass was found filling the entire pelvis and extending well above 
the symphysis; it was soft, compressible, and presented all the 
physical signs of a large cystic accumulation ; it was slightly movable 
in the pelvis, but could not be pushed out of its position. Abdominal 
section was performed in the expectation of finding a suppurating 
tumour. When the tumour was drawn up into the incision it was 
found to be an enlarged spleen, which had slipped down from its 
normal position and become wedged in the pelvis. The incision was 
enlarged, and the spleen drawn through the wound. ‘The organ was 
about three times its natural size, and had a pedicle of eight inches 
in length. ‘The pelvic organs were normal. The pedicle was ligated 
at the point of its attachment within the abdomen, and the spleen 
removed. The operation did not require over 20 minutes, and the 
patient did not suffer much from shock. The temperature remained 
high after the operation—ranging between 101° and 105°—while the 
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pulse varied between 110 and 130, and was weak and small. Five 
days after the operation the blood gave a typical Widal reaction. The 
count showed 2,987,500 red cells, 6,500 leucocytes, and 90 per cent. 
of hemoglobin. The patient lay in a semi-conscious state, with 
occasional rigors and delirium. The condition remained much the 
same during the second week, and then improvement gradually set 
in and she entered upon an uneventful convalescence. A year later 
she reported that her health was as good as usual. In his remarks 
on the case, the author states that the patient had lived all her life 
in a malarial part of the country and had repeated attacks of malarial 
fever. The increased size and weight of the malarial spleen had 
exercised such traction on the splenic ligaments as to allow of its 
dropping down into the pelvis and becoming impacted behind the 
uterus. How long it had remained in this position could not be 
determined. Then she developed typhoid fever, and the temperature 
early took a high range and pelvic pains were experienced. At this 
time there were no typical typhoid symptoms, and there were no 
typhoid cases in her family or in the neighbourhood. When admitted to 
the hospital the signs pointed to an inflammatory mass in the pelvis, 
but when the spleen was discovered at the time of operation its 
removal was at once determined upon, as its enlarged size and the 
length and weakness of its ligaments made its restoration and attach- 
ment to its normal position impossible. The removal was effected 
without the least difficulty, as the pedicle at its point of attachment 
under the diaphragm was no larger than the little finger. It was 
ligated in section, and the stump covered with peritoneum. Attention 
is drawn to the fact that splenectomy for other conditions than 
wandering spleen shows a high mortality, but that the statistics have 
improved, and the operation has grown in favour in recent years 
except in conditions where leukemia is present. As this can be 
determined only by a microscopical examination of the blood, it is 
highly important that a blood count should be made in all cases 
where splenectomy is proposed. The operation has been performed a 
number of times where the condition was thought to be an ovarian 
or fibroid tumour or an enlarged or displaced kidney. Formerly 
the mortality was higher, probably because cases were improperly 
classed and splenectomy was performed without reference to 
leukemia and with an imperfect technique. Recent work has shown 
better results. In properly selected cases the spleen can be removed 
with as good results as follow the removal of the uterus, ovary, or 
kidney. 


J. S. Farrparren. 
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Cholecystotomy Performed some Hours after Delivery. 


Porocni. MRevue de la Soc. d’Obstét. de Gynéc., et de Peed. de Paris, 
June, 1902. 
Potocki narrates the case of a woman, aged 35, who was admitted 
into the Maternity on May 28th, 1900, about 84 months advanced in 
her second pregnancy. With the exception of some slight constipa- 
tion, the gestation had proceeded quite normally until the evening of 
May 26th, when the patient was suddenly seized with pain in the middle 
of the right hypochrondium and loin. On admission the temperature 
was 38'7° C., and pulse 128. The urine was quite clear, and contained 
no albumen. Abdominal examination showed the uterus to be about 
the size of an 8} months gestation. The child was alive. The head, 
which was presenting with the occiput to the front and left side, was 
only slightly engaged. Labour had not commenced. To the right 
of the uterus, between the costal margin above and the iliac crest 
below, there existed a swelling of regular outline, elongated from 
above downwards, and very tender on pressure. The tumour 
presented on the right side towards the lumbar region, and could be 
separated from the uterus by its firm consistence. A rectal enema 
was given, and large quantities of feeces and flatus escaped. At 
8-30 p.m. labour commenced, and terminated at 3 a.m., May 29th, 
with the birth of a healthy boy, weighing 3,200 grammes. Owing to 
adhesions the placenta was not expelled till 1} hours afterwards, 
having to be artificially removed. After delivery the general 
condition of the patient improved, and vomiting ceased. Immediately 
after the evacuation of the uterus the tumour, which was about the 
size of a Mandarine orange, shifted more to the front and inner side 
of the abdomen. Its lower border was rounded and reached a line 
extending from the umbilicus to the anterior superior iliac spine. 
The internal border was no longer in contact with the uterus, but 
separated from it by a furrow, which was resonant on percussion. 
Above, the swelling was continuous with the liver, the lower border 
of which could be distinctly felt three fingers’ breadth below the 
costal margin. All the right side of the abdomen was tender on 
pressure, the rest being quite painless and supple. Potocki 
diagnosed cholecystitis. At 12-30 p.m. there was a rigor, and the 
temperature rose to 40° C., and the pulse was 146. An immediate 
operation was decided upon, and an incision made in the right linea 
semilunaris, extending from a finger’s breadth above the costal 
margin to McBurney’s point below. The appendix and uterine 
adnexa were rapidly explored, and found to be normal. At the 
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upper part of the incision was seen the liver, from the lower border 
of which arose the distended gall bladder. The peritoneum covering 
both it and the liver showed no traces of inflammation. The gall 
bladder was then surrounded by compresses of aseptic gauze and 
aspirated, the fluid that escaped consisting of a clear green fluid, 
followed by about two tablespoonfuls of pus, and finally of an 
opalescent liquid holding in suspension numerous small yellow 
calculi. The general peritoneal cavity was then shut off by a series 
of interrupted sutures of fine silk uniting the sero-muscular coat of 
the gall bladder with the corresponding layer of the abdominal 
wound. The opening in the gall bladder was then extended by 
scissors, and a fresh layer of sutures applied, uniting the mucous 
membrane of the gall bladder to the skin. Potocki purposely did not 
explore the interior of the gall bladder with his finger for fear of 
tearing through the sutures, and considered that if there were any 
calculi in the ducts or bladder they might be spontaneously expelled 
or could be afterwards easily extracted. Two rubber drainage tubes 
were placed in the gall bladder, which was now fixed to the inferior 
angle of the wound. The upper part of the incision was brought 
together by sutures of silver wire, traversing all the layers. The 
wound was then dressed with aseptic gauze, and 100 grammes of 
saline solution injected. The patient recovered well from the 
operation, and began to suckle her child on June 2nd. _ Bile 
discharged freely through the abdominal wound until June 8th, when 
it completely ceased. On exploring the fistulous tract with a probe 
a large calculus was felt, which appeared to block the entrance into 
the gall bladder, and so prevent the escape of bile. The fistulous 
tract was so narrowed that it was found necessary to artificially 
dilate it by laminaria tents before a finger could be inserted. 
Several attempts were made, both with and without chloroform, to 
remove the calculus, but it was too tightly impacted. The patient 
left the hospital on July 29th with a small fistula discharging a slight 
quantity of colourless mucus. The following April the patient 
underwent a second operation at the hands of M. Schwartz for a total 
extirpation of the gall bladder, which was found to contain a, large 
calculus impacted in the origin of the cystic duct. The patient made 
a complete recovery. 


H. J. M. Puayrarr. 
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OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Wednesday, November 5, the President, Dr. Peter Horrocks, in 
the Chair. 


Paratubal Hzmatocele. 


Mr. Sampson Hanpuzy read a paper on this subject, which will be 
found on p. 609, Vol. ii. 

Dr. Even said that, on reading Mr. Sampson Handley’s paper a few 
days ago, he had been reminded by it of a specimen which had been in 
his possession for nearly a year, and which bore some resemblance to the 
condition described as “ paratubal heematocele.” He now showed the 
specimen to the Society, but regretted that he was unable to give any 
clinical notes of the case at the present time; on a future occasion he 
would furnish a full report to the Society. The specimen consisted of a 
Fallopian tube, with a large oval mass of blood-clot firmly attached to the 
upper surface about its middle. The abdominal ostium was occluded; a 
rather large cystic ovary was adherent to the outer part of the tube. 
The mass of blood-clot had the general characters of a tubal mole, and this 
view of it he was prepared to maintain, although he had failed to find 
chorionic villi in it. The part of the tube wall to which the clot was 
adherent was thinned, and on section appeared to be infiltrated with blood. 
The view he had originally taken of the specimen was that it was an 
instance of tubal rupture, that the tubal mole had been extruded through 
the rupture, and had remained attached to the tube, while the rupture 
had afterwards healed beneath it, thus restoring the wall of the tube and 
cutting off the mole from its lumen. On first reading Mr. Sampson 
Handley’s paper, it had occurred to him that possibly his (Dr. Eden’s) 
specimen was not a tubal mole, but a paratubal hematocele. After 
listening to the demonstration which the author had laid before the Society 
that evening, he was, however, disposed to retain his earlier view of his 
own specimen. He thought that Mr. Sampson Handley had clearly shown 
that a hematocele may be formed around the site of a tubal rupture in the 
same way as we have long known that it may be formed around the 
patent abdominal ostium. This was the real lesson of his paper. Dr. 
Eden was inclined to think that the specimen which Dr. Bell had shown 
to the Society was, perhaps, a better example of a paratubal hematocele 
than that described by Mr. Sampson Handley. He was not sure that the 
reasons advanced by the author for regarding his case as primarily one 
of tubal abortion were conclusive, but even if the ovum had really been ‘ 
extruded through the rupture, and not through the abdominal ostium, 
this did not invalidate the general purpose of the paper. 

Dr. CuLLINcwortH congratulated Mr. Handley on his valuable and 
thoroughly scientific paper. He had regarded the specimen, upon which 
the paper was based, as a difficult one to understand and explain, but he 
fully adopted the explanation now given. 

Mr. BLanp-SuTTon was instructed and greatly interested in the paper, 
because these encysted collections of blood in relation to tubal pregnancy 
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had been the subject of careful study with him since Sanger and Taylor 
had published their observations. The main object of the paper was to 
demonstrate that “encystment” of the blood slowly effused could take 
place as well after rupture of the tube, as in cases of incomplete tubal 
abortion. The fact that in some of the cases the reporters had failed to 
find the “mole” was capable of explanation, because the mole in some 
specimens might be very small. He had exhibited to the Society a “tubal 
mole” which did not exceed the dimensions of a green pea. In some of 
the specimens it was easy to realize that such a body could easily escape 
detection in the course of an operation, or might even be buried in the 
clot of the “ encysted hematocele.” It was also important to bear in mind 
that the extraordinary capsules which surrounded the effused blood in 
case of “incomplete tubal abortion” did not require blood for their 
formation ; similar capsules formed around the products effused from the 
celomic ostium of the tube in acute salpingitis. The most typical 
example of this which had come under his own notice occurred in 
connection with acute salpingitis, probably of gonorrhoea! origin. The 
specimen was described and figured in the British Medical Journal, 1896, 
vol. ii., p. 1310, as a cyst of unusual characters surrounding the ostium 
of the Fallopian tube, but he had come to appreciate its nature after a 
further study of the capsules surrounding blood effused in cases of 
incomplete tubal abortion. 

Dr. GrirritH agreed with the general opinion expressed as to the value 
of Mr. Handley’s paper, but he thought that it was undesirable to adopt 
different names for the two varieties of hzmatocele, as they appeared to 
be essentially identical, though one was produced by leakage from the open 
tubal orifice, the other from a rupture in the wall of the tube. It seemed. 
more necessary to devise a name for that class of hematocele, to 
distinguish them from the common larger hematoceles, which were 
enclosed by adhesions of the various organs displaced by the effusions 
of blood. The terms “peri” and “ para,” if they were to have any 
definite significance, should be confined to their original uses, “ peri ” 
signifying intraperitoneal, “para” extraperitoneal, effusions of blood, 
serum, or pus. 

The Presipenr said the terms “ peritubal” and “ paratubal” hema- 
tocele did not convey to one’s mind the kind of hematocele meant by the 
coiners of these words. He agreed with Dr. Griffith that “ paratubal” 
gave one the idea of something in the cellular tissue of the broad ligament 
near to the tube, which was not what the author meant. Nevertheless, 
apart from this question of nomenclature, there could be no doubt as to 
the meaning Mr. Handley wished to convey, and so far as this particular 
kind of hzematocele went he had practically proved his point. One of the 
most interesting problems raised was the dynamics of its production, and 
he could not help thinking that, in all probability, the hemorrhage 
through the ruptured tube was in these cases small in amount and slow 
- in speed, for the reason that the peritoneum was the last to rupture, and 

that before doing so the blood effused beneath it had time to clot, and to 
form a fibrinous capsule. In the peritoneal variety there was probably 
some lymph round about the abdominal ostium of the tube, which took the 
place of, and acted like, the peritoneum in the paratubal hematocele. 

Mr. Hanovey, after thanking the Society for its reception of his paper, 
mentioned that Mr. J. W. Taylor had informed him of the interesting fact 
that he (Mr. Taylor) had suggested the true nature of Dr. Cullingworth’s 
specimen in a review of Dr. Roberts’ “Outlines of Gynecological 
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Pathology,” published last February. The suggestion was, however, 
tentative, and was subsequent to his own work in point of time. In 
replying to Mr. Sutton, Mr. Handley suggested that a similar independent 
sac of peritoneal lymph might be formed round a leaking appendix 
vermiformis, and that cases described as “ floating appendical abscess ” 
might prove to be of this nature. He also thought it possible that some of 
the cases described as “ fibroid of the Fallopian tube” might turn out to 
be old and fibroid paratubal hematoceles. 

Mr. Buanp-Surton exhibited a specimen of PRIMARY CANCER OF THE 
FALLOPIAN TUBE. He pointed out that extension of cancer to the uterine 
segment of the Fallopian tube was not an infrequent event in the later 
stages of cancer arising in the so-called body of the uterus. Often he had 
been unable to determine whether the disease arose primarily in the 
uterine segment of the tube, and extended into the uterus, or vice versd. 
In the present case the disease arose in the tubal ampulla near its ostium, 
and there was an unusually long unimplicated stretch of tube between it 
and the uterine cavity. The value of irregular vaginal losses of blood as‘ 
a leading sign in diagnosis was to be noted. The source of this blood was 
undoubtedly from the disease in the tube. 


Meeting, December 31d, 1902, the President, Dr. Prtmr Horrocks, 
in the Chatr. 


A Contribution to the Natural History of Dysmenorrhea. 


Dr. Ernest Herman and Dr. Russet ANpREWs read a paper on this 
subject, which will be found on p. 1 of this JourNAL. 

The PresipeNtT agreed with the authors that paroxysmal pain in 
dysmenorrheea was more likely to be of uterine than of ovarian origin. 
But, even if a case presented features pointing to other than a uterine 
cause for the pain, it was impossible to say beforehand that dilatation 
would not lessen or cure the pain. He then gave details of a case of 
undoubted ovarian dysmenorrheea, where there was a congenital absence 
of vagina and the uterus was represented by a mere band, and 
yet where the pain every month was so severe that the patient was in 
agony and was obliged to go to bed for several days. The ovaries were 
removed by abdominal section after every other means had been tried, 
and the patient had never been troubled since, the operation having been 
done in 1898. 

He asked for information as to the method of dilatation. Did the 
authors dilate the cervix alone, or did they dilate the uterine cavity as 
well? 

He believed that it would be found that the alleviation or cure of the 
dysmenorrhea by dilatation was owing to laceration of the fibres. For 
this reason, he had himself adopted a modification of Sims’s operation. 
That is, in addition to slitting the cervix backwards from the os externum 
up to the posterior fornix, he made a counter incision to the left or to the 
right of the cervix, which thus divided the cervix into two unequal parts, 
a quarter and three-quarters respectively. His object in doing this was 
to cut through the circular fibres twice ; for he had found from experience 
that Sims’s operation, even though it relieved for a time, was apt to be 
followed by a recurrence of the dysmenorrhcea, owing to the cicatrisation 
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of the parts; whereas, by cutting through the circular fibres twice, each 
set—that is the set in the one quarter segment and the set in the three- 
quarter sezgment—contracted, and even when the active contraction passed 
off, remained shortened, having no longer power to approximate. 

Then again, the authors spoke of cases of stenosis of the os uteri as 
existing only in pictures in text-books. He could not agree to that for he 
had seen cases of pinhole os, where it was impossible to pass an ordinary 
uterine sound, and where there was great dysmenorrhcea. Moreover, such 
cases were very satisfactorily treated by a modified Sims’s operation. 

Again, he disagreed with the remark that it was of no importance 
whether a patient passed membrane or not, inasmuch as the treat- 
ment was the same, namely dilatation. His own experience was that 
dilatation, or a modified Sims’s operation was practically useless in 
membranous dysmenorrhea. In all such cases, he recommended careful 
and thorough curetting and the application of a strong caustic, such as 
iodised phenol or pure carbolic acid. 

The authors had suggested a new theory as to the cause of the pain 
in these cases of uterine dysmenorrhoea, namely, that it was due to the 
cervix not dilating when the fundus and body contracted. He did not 
think this was a correct expression, because the law was that, when the 
fundus and body of the uterus contracted, the cervix relaved. Then, when 
in this physiologically relaxed condition, it could be easily dilated, if 
there were anything to dilate it, such as the bag of waters. 

Finally, he thought that, whilst the menses when fluid found a free 
enough exit, they might, when clotted inside the uterus, require uterine 
contractions that amounted to miniature labour pains, and which were 
as painful sometimes as labour pains, to expel the clots. 

Dr. Heywoop Smirn drew attention to the association between 
dysmenorrhoea and anteflexion of the uterus. In cases of stenosis of the 
internal os, he did not consider a dilatation alone sufficient, but supple- 
mented it with slight incision bi-laterally, followed by forcible dilatation 
and the insertion of a glass stem. 

Dr. Boxati doubted whether, in such a case as that mentioned by the 
President, cessation of dysmenorrhoea, after removal of the ovaries, could 
be rightly regarded as affording conclusive evidence that the pain had 
been of ovarian and not of uterine origin, and he quoted a case in 
support of his argument. He also drew attention to the fact that dilata- 
tion for dysmenorrhcea had cured sterility in cases of ill-developed uterus. 

Dr. ArtHuR GILES thought that the treatment by dilatation was not 
suitable for cases of dysmenorrhcea in which the pain occurred chiefly 
before the onset of the flow. He agreed with the authors that obstructive 
dysmenorrhoea was a fallacy, and he did not hold the view which the 
authors appeared to attribute to him that anteflexion could cause obstruc- 
tion, or was necessarily a cause of dysmenorrhcea. 

Dr. Gatasin said he thought that the diagnosis by description of 
symptoms, as to whether a dysmenorrhcea were due to painful uterine 
contractions, apt to be fallacious. If the pain were continuous and began 
several days before the flow, it might doubtless be inferred that the cause 
of it was congestive or inflammatory. But many women described the 
pains as being intermittent, spasmodic, or paroxysmal. On _ cross- 
examination, however, it often appeared that the spasms of pain lasted for 
half-an-hour or more, and all kinds of intermediate conditions were found. 
Such pains could hardly be due to uterine contractions, and were only 
spasmodic in the sense in which a toothache or any neuralgic pain might 
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be spasmodic. His experience was that the proportions of cases of 
dysmenorrhoea, which could be ascribed wholly and with certainty to 
painful uterine contractions, was a very small one, and that much more 
frequently some inflammatory or congested condition of the endometrium 
was an element in the case. This was confirmed by the fact that uterine 
leucorrhcea was often associated with dysmenorrhcea in young unmarried 
women ; and that not infrequently a patch of granular inflammation was 
found around the os, really an adenomatous hyperplasia of mucous 
membrane. Accordingly, he thought that the addition of curetting to 
dilatation in the majority of cases increased the efficacy of the operation. 
He did not usually carry the dilatation beyond about No. 13 or 14 of 
Hegar’s dilators. This did not generally lacerate the external os. Of late 
years he had used incisions of the vaginal portion only when the external 
os was manifestly minute. He then excised a V-shaped piece from the 
posterior lip, and generally united external and internal mucous membrane 
by sutures. 

The authors appeared to assume that, if dilatation cured the 
dysmenorrhea, it was a proof that the pain was due to painful uterine 
contraction. He did not think that this held good universally, for dilata- 
tion might affect the uterus in other ways. If there were endometritis, 
the freer drainage, so produced, might enable a catarrh to get well, which 
would have remained chronic while sufficient mucus was retained, to form 
a nidus for microbes. 

Dr. W. S. A. GrirFitrH thought that the different degrees of pain which 
patients suffered depended more on the nerve sensibility of the individual 
than on structural variations of the uterus and its appendages. Judicious 
treatment of points of general health was most important. Dilatation was 
a valuable method in some of the more severe and persistent cases. 

Dr. Brices alluded to the uncertainty of results; but agreed in the 
main with the authors of the paper in their conclusions as to the cases of 
dysmenorrhcea most likely to be benefitted by dilatation or section of 
the cervix. He desired to speak on behalf of the Liverpool practice of a 
high degree of dilatation supplemented by a deep posterior section of the 
cervix throughout its entire length. The graduation of metal bougies 
over four sizes, which he first adopted in 1889, had simplified dilatation 
by minimising laceration. Notwithstanding the complete character of the 
Liverpool practice, the results, he feared, were not more but less encourag- 
ing than those of the authors of the paper. He had some hesitation in 
accepting spasm as more than a minor portion of the pathology in cases 
apparently spasmodic. 

Dr. Herman said that the authors were aware of the difficulties and 
uncertainties referred to by the President and Dr. Galabin, and had 
alluded to them in their paper. The pain of pelvic congestion was, as 
they said, often described as coming and going; but on close enquiry it 
would be found that each attack was said to last an hour or two; it was 
not a sharp short spasm like that of uterine colic. In the cases on which 
the paper was based, the dilatation was of both the external and internal 
os, and was done with bougies graduated in size according to the catheter 
scale. Successive sizes were passed until considerable resistance was met 
with. Usually, it was carried up to No. 12 or higher. After such dilata- 
tion, the cervical canal remained larger than before for at least some 
months. This he had verified by measurement. When he commenced 
practice, the regular treatment for bad cases of dysmenorrhcea at most 
hospitals, certainly at the London, was division of the vaginal portion. 
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He was led to abandon that by meeting with cases in which the vaginal 
portion had been divided without benefit, but which were cured by dilata- 
tion of the os internum with boughies. He would like to know what 
meaning the President attached to the word “ permanent,” when he spoke 
of “ permanent cures” of dysmenorrhea. He (Dr. Herman) thought the 
use of the word “ permanent” was only justifiable if the patient’s condition 
was known up to the time when menstruation ceased. It was so difficult in 
consulting practice to watch cases as long as this, that he thought cases 
known to be permanent cures must be few. He had himself records of one 
case, in whom the cure of dysmenorrhcea lasted till the menopause. He 
would like to know how many cases of the “ permanent cure” of mem- 
branous dysmenorrhoea the President had seen? He had known curetting 
and caustic fail, not only in his own hands, but in those of others. He 
thought dilatation was the more effective treatment of membranous 
dysmenorrhcea. He would also like to know how membranous dysmenor- 
rhoea was to be prevented. Like Dr. Gyiffith and others, he had seen 
cases in which the os externum was so small that it would not admit a 
probe, but the patients menstruated without pain. In such cases, he 
thought it was a good practice to divide the vaginal portion, in order to 
prevent delay in the first stage of labour. When clots were passed from 
the vagina, he knew no sure way of telling whether the blood had clotted 
in the uterus or in the vagina. Many small lumps, described by patients 
as clots, if carefully examined, would be found to be rolled up membranes. 

The President’s distinction between “dilatation” and “ relaxation” 
seemed to him verbal rather than real. He (Dr. Herman) had shown in a 
former communication to the Society that the cervical canal did enlarge 
during menstruation. He agreed with Dr. Heywood Smith and Dr. Giles 
that anteflexion was common with dysmenorrhcea. But his investigation 
and that of Vedeler showed that jt was present with exactly the same 
frequency in women who menstruated without pain; and these facts had 
never been controverted. If Dr. Heywood Smith and Dr. Giles would 
study the frequency of anteflexion without dysmenorrhoea, they would 
change their views. Seeing that most patients with dysmenorrhea were 
girls, who except for their monthly pain were in perfect health, he did 
not think with Dr. Gelabin, they were frequently suffering from endo- 
metritis, nor that dilatation cured them because it favoured the cure 
of endometritis. He agreed that it was difficult to distinguish the cases 
that could be cured by dilatation from those that could not; and it was 
the object of the paper to assist in this difficult task. 


Siig gee 


ba 


BRITISH GYNACOLOGICAL SOCIETY. 


Meeting, November 13, Mr. A. W. Mayo Rosson, a Past-President, in 
the Chair. 


Dr. Hersert Snow showed a uterine monoma (the soft oedematous 
myoma of Lawson Tait), complicated by the presence in the same uterus 
of three firmly organized myomata of the ordinary pattern; as a monoma 
was usually a solitary tumour, the specimen was a remarkable one. 

Dr. Macnaucuton-Jongs showed: (1) An adnexal tumour, consisting 
of an ovary, tube, and an adherent appendix, thickened, and containing 
concretions of stony hardness. The patient had peritonitis eight years 
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ago, followed by paroxysmal pain, vomiting, and jaundice, and subsequent 
recurrent attacks, the pain always confined to the right side. She was 
very anemic, her complexion suggesting Addison’s disease. Since 
operation her symptoms had all disappeared. (2) A large blood cyst of 
the right ovary, with cystic left ovary and hydrosalpinx; the right 
Fallopian tube was spread out and adherent to the cyst, giving it the 
appearance of a hematosalpinx. 

Mr. R. O’CaLiacuan read notes of an ectopic pregnancy in the left 
broad ligament, with secondary rupture into the peritoneal cavity ; about 
two pints of blood-clot containing a mole the size of a walnut, and a 
membrane resembling placenta, were removed from behind the broad 
ligament. Recovery uninterrupted. 

Mr. Furneaux Jorpan reported a case of cancer of the cervix, com- 
plicating pregnancy. The woman had had persistent hemorrhage for 
eight months, and, though five months gone, had not, till the day before 
her admission, any idea that she was pregnant. 

Dr. Freperick EpGe exhibited a dermoid cyst removed from a woman 
six months pregnant; the cyst was strangulated by torsion of the pedicle 
and adherent. Some of the contents of the cyst escaped into the peritoneal 
cavity, but there had been no infection. 


The specimens were discussed by Dr. Manseni Movuuuin, Mr. Rya.t, 
Mr. Jessert, the exhibitors, and the Cuarrman, who, in regard to Mr. 
O’Callaghan’s case, said that the occurrence of pregnancy in the broad 
ligament must be accepted; he had himself met with a hematocele due 
to such, and had there been a secondary rupture, as described by Mr. 
Lawson Tait, he would have certainly felt justified in opening the abdomen. 
He had met with at least three instances in which the appendix was 
involved in an adnexal tumour similar to the interesting specimen shown 
by Dr. Macnaughton-Jones. 


Dr. MacnavcuTon-Jonzes then read a paper on 


The Propriety of Conservative Procedures in Abdominal Ceeli- 
otomy for Adnexal Disease. 


Assuming that no one would remove adnexa in which such operations as 
ovarian resection or salpingostomy offered a reasonable hope of cure, he 
held that when there was such serious disease of the appendages on one 
side as to demand their complete removal, and partial disease upon the 
other, the possibility of a second cceliotomy being afterwards necessary 
should be pointed out to the patient, the surgeon not being merely given 
“a free hand,” but her express wish, after the clearest possible explanation 
of the advantages and disadvantages of both courses. If there were a 
reasonable doubt of the future health of the adnexa in question, he thought 
the best course was to remove them, provided always that the patient had 
given her full consent to such a proceeding if deemed necessary. 

In the discussion which followed, Mr. Jorpan, Dr. ManseLt Movu.tin, 
and Mr. O’CaLLacuaN spoke unfavourably of partial operations ; Dr. Epcr 
distinguished between the tube and the ovary ; disease of the former might 
compel its removal without necessitating that of the ovary; Mr. Jusszrr 
laid much stress on the evil consequences of double odphorectomy, and 
protested against the removal of an ovary merely because it contained 
one or two cysts. 
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The CuarrmMan thought the Society should not let it be supposed that 
it held the removal of a healthy ovary ever justifiable merely because the 
other one was diseased. 

Dr. Macnavucuton-Jongs, replying, said that he had been entirely 
misunderstood by the Chairman and Mr. Jessett, and that the obnoxious 
opinions attributed to him were not his, nor expressed in his paper. 


Meeting, December 11th, 1902, Dx. Heywoop Smitu, Vice-President, in the 
Chair. 


Notes of a Case of Complete Procidentia 


of two years’ standing, in a girl of 18, treated by hysteropexy, by Mr. 
Ropert O’CaLLacHaNn, were read, and were discussed by Dr. C. H. F. 
Rovutn, Dr. Macnaucuton-Jongs, Dr. Herspert SNow and the CHarRMAN, 
who concurred that permanent cure of complete prolapse by hysteropexy 
alone was hardly to be expected. 

Mr. Stanmore Bisuop read a paper on 


Prolapsus Uteri, with special reference to an operation for 
reproducing the sacro-uterine ligaments. 


He accepted the recent description of these ligaments by Professors 
Dixon and Birmingham, as _ consisting of mixed fibrous and 
muscular tissue, and considered them as the most important factors in 
maintaining the uterus in its proper position. He admitted Mr. Jessett’s 
priority in supplementing gastro-hysteropexy with an operation upon 
them ; he had not been aware of it when he devised his own, which, indeed, 
was essentially different, not only in some technical points, but in its aim 
and results, as it left the uterus not only in its normal position, but free 
to move within its normal limits, and to develop completely in case of 
pregnancy. After reducing the prolapse and opening the abdomen in the 
Trendelenburg position, he drew the uterus forwards by means of loops 
passed on each side of it through the broad ligament and enclosing the 
round ligament and tube, and the posterior fornix being elevated by an 
assistant pressing it upward from the vagina with a sound on each side 
one-half to three-quarters of an inch behind the cervix, he passed a stout 
silk thread vertically through the whole thickness of the fornix, except the 
vaginal mucosa, in such a way that the protruding ends were half an inch 
apart; the fornix was then applied to the sacrum, and choosing a spot 
external to the rectum, clear of the ureter and free from vessels and nerves, 
the needle carrying the suture was passed upward beneath the periosteum 
for half an inch; the same thing having been done on the opposite side 
and narrow strips of peritoneum removed from the fornix included in each 
of the sutures, the latter were tied and cut short. The round ligaments, 
as they were always stretched, were then shortened in Olshausen’s way, 
leaving room for normal play, and the abdomen having been closed, a 
perineorrhaphy, preferably by Tait’s method, could, if desirable, be 
performed. 

Mr. Jessert, after thanking Mr. Bishop for allowing him to see 
the paper before it was read, and’ mentioning the different technique of 
his own method, and the vaginal operations practised by Bovée and others, 
said that both Mr. Bishop and he himself recognised the important 
influence of the sacro-uterine ligament, but neither of them trusted to an 
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operation restoring them or their influence, to cure prolapse without 
further surgical measures. He was, however, convinced that the principle 
of these operations was good, even though the details might differ and 
perhaps require perfecting. 

Dr. MacnauGutTon-Jongs pointed out that the importance of these sacro- 
uterine ligaments and operations for their repair were no new thing. B. 
S. Schultze, for instance, described them in his work on displacements. 
The paper covered too wide a field to be considered at the present meeting 
or until they had it before them. 

After some remarks from Mr. Jesserr and Dr. Rovuru, it was agreed, 
on the suggestion of the Chairman, to adjourn the discussion to a future 
meeting, Mr. Bishop reserving his reply. 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNASCOLOGICAL SOCIETY. 


Meeting, Friday, October 17, 1902, the President, Dr. S. Buck zy, in the 
Chair. 


A Case of Kraurosis Vulvez. 


By ArcutspaLp Donatp, M.D., Manchester. 


The patient was a single woman, aged sixty-two. The menopause had 
occurred seventeen years previously. The symptoms developed about two 
years ago with severe pruritus vulvze, followed two or three months later 
by pain at the entrance to the vagina. The patient stated that she had 
‘diabetes ” six months ago, but the urine was found to be normal after 
her admission to St. Mary’s Hospital. There had been slight loss of 
flesh for three or four months. Abdominal examination revealed nothing 
abnormal, except a few small nevi in the skin. Pelvic examination 
showed a raised, hard, flattened, slightly ulcerated swelling on the inner 
surface of the right labium. It extended slightly into the vagina, and 
was about the size of a shilling. There was also extreme atrophy of the 
skin and mucous membrane about the vulva. The external genitals had so 
shrunk that the vagina would not admit the little finger. The skin was 
pearly white, and tore readily on attempting to separate the parts. The 
hymen was intact. Under an anesthetic the patient was found to have 
a double uterus and double vagina, the septum extending down to the 
hymen. The whole of both labia were removed together with the nodule. 
Dr. Donald remarked on the rarity of kraurosis and the difficulty of 
diagnosis. In senile atrophy the parts showed shrinking, but not 
friability, and there was an absence of severe symptoms. Pruritus vulve 
showed congestive and inflammatory changes with leucorrhceea. There 
seemed to be some relation between kraurosis and malignant disease, cases 
having been reported in which the two conditions co-existed. Daryer (Archiv. 
f. Gyndkologie) thought that the essential change in kraurosis was the 
formation of new cell elements in the neighbourhood of the vessels of the 
cutis vera, followed by swelling of the superficial layers of the skin, 
shrinking of the rete Malpighii, and disappearance of the elastic fibres. 
It contrasted with pruritus, which was an irritative process spreading from 
the surface. The only treatment which had proved to be of the slightest 
use was thorough removal of the affected skin and mucuous membrane. 
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The microscopical appearances were demonstrated by sections 
(1) through the elevated portion of tissue ; (2) through the altered skin of 
the vulva. 

Dr. H. Briages considered that the characteristics of kraurosis, as 
regarded the affected skin, were atrophic. He did not think that atrophy 
was a well-marked feature in the microscopical specimens shown. The 
appearances were rather suggestive of proliferative changes, and he was 
inclined to consider that epitheliomatous structures were present. He 
was reminded of a case under his own observation, where the lesions 
persisted for five years, and recurred until he removed the whole vulval 
skin. Professor Boyce compared the course of the disease in Dr. Briggs’ 
patient to leucoplakia of the tongue. Ultimately epithelioma developed. 

Mr. Damer Harrison thought that Dr. Donald’s diagnosis of kraurosis 
vulvee should not be too hastily criticised, because proliferative epithelial 
changes were observed. He reminded the Society that other atrophic 
conditions were associated with proliferation. For instance, in perforating 
ulcer of the foot there was enormous epithelial proliferation of the 
surrounding skin. 


Adeno-carcinoma of the Body of the Uterus; Vaginal 
Hysterectomy. 


By W. Wattsr, M.D., Manchester. 


The uterus shown was removed by vaginal hysterectomy from a 
woman aged sixty-two, who had never been pregnant. She had passed 
the menopause ‘ten years. The uterus was enlarged, but the cervix was 
normal. Slight loss of flesh, and for nearly two years occasional 
metrorrhagia, were the only symptoms noticed by the patient. The vagina 
was very narrow from senile changes, and division of the uterus was 
necessary before hysterectomy was possible. The broad ligaments were 
secured partly by forceps and partly by ligatures. The whole of the 
fundus and body of the uterus was extensively diseased, the microscopic 
sections showing the appearance of adeno-carcinoma. It was unusual in 
so advanced a condition of cancer of the body of the uterus to meet with 
an entire absence of pain. 

Dr. ARNoLpD Lxa asked whether there were adhesions or other evidences 
of pelvic inflammation, which seemed to be so frequent in cases of cancer 
of the body of the uterus. 

Dr. J. E. Gemmeut referred to the presence of inflammation, and 
mentioned a case in which he at first declined to operate by reason of the 
presence of great infiltration on one side of the uterus, which he attributed 
to extension of the cancerous growth. Dr. Cullingworth, who also saw 
the case, suggested the probability of the effusion being simply inflam- 
matory, the cancer being in an early stage. Dr. Gemmell therefore 
removed the uterus, and the patient was living when last seen, three and 
a half years after the operation. 

Dr. H. Brices remarked that, contrary to the usual teaching, he had 
observed that pain was not a distinguishing feature of this disease in the 
body of the uterus in quite half of his cases. Foetid discharge was often 
absent, but hemorrhage was rarely absent. Cases of cancer, either of the 
body or neck of the uterus, ought to be carefully investigated by clinical 
and operative methods, including examination of the endometrium, 
irrespective of pain, foetor, or bleeding, any of which might be absent. 

Dr. Water, replying, said that he attached great importance to the 
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question of associated pelvic inflammation. His experience told him that 
when the patient was under the anesthetic the uterus could be drawn down 
more easily when the infiltration was inflammatory than when carcino- 
matous. He was interested to hear that pain was absent in such a large 
proportion of cases. It was usually taught that pain was much more 
frequent, and present earlier in this variety of uterine cancer than in 
others. 


Case of Quadruplets. 


Dr. Luoyp Roserts (Manchester) showed the foetuses born in this case. 
The patient was twenty-seven years of age, and her three previous 
pregnancies had ended in single births. The multiple birth took place at 
the sixth month, and three of the foetuses were born alive and survived 
about an hour and a half; the fourth was discoloured and stillborn. The 
labour lasted twenty-four hours, and the quadruplets were born at 
intervals of about fifteen minutes. All were females. There was much 
liquor amnii and some post-partum hemorrhage. The placenta was. 
single, but had the appearance of three fused together. A single chorion 
enclosed four amniotic sacs. The four cords were distinct. The patient 
made a good recovery, and was now pregnant again. 


Bilateral Papillomatous Ovarian Cysts. 


By E. Octavius Crort, M.D., Leeds. 


Dr. Crorr showed the specimens and microscopical sections from the 
case of a woman aged forty-four. The symptoms had been abdominal 
pain for some years, and the discovery of a lump in the abdomen nine 
months ago. The physical signs were those of a multilocular ovarian 
tumour. Ovariotomy was performed. A few ounces of ascitic fluid 
escaped. A large ovarian tumour was removed from the left side, and a 
smaller one from the right side. There were no adhesions, and the layers 
of peritoneum were not displaced. A nodule, however, was found in the 
omentum, which was freely removed. A few gritty papillomata were 
found in the peritoneum of Douglas’s pouch. The tumours resembled 
ordinary multilocular cysts, with a few scattered warts on their surfaces 
and within some of their cysts. The sections, however, revealed soft 
columnar-celled carcinoma of the ovaries, with secondary growth in the 
omentum. It was interesting to note the extreme amount of disease that 
could be present in both ovaries without interfering with menstruation. 
The importance of examining carefully all cysts with warts, especially 
when bilateral, was obvious. 


Meeting, November 21st, 1902, Dr. S. Buckury, President, in the Chair. 


Primary Tuberculosis of the Ovary. 


Dr. J. E. Gemmewu (Liverpool) related a case of this disease. The 
patient, aged 26, had been married for two and a half years, but was 
sterile. Three months after marriage she suffered from pelvic peritonitis, 
which left some thickening on the right side of the pelvis. Three months 
ago her doctor examined her under an anesthetic, and the uterus was 
curetted after dilatation with a view to cure of the sterility and 
dysmenorrhea. A little thickening was also then felt in the old situation. 
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Menstruation continued normal throughout. This swelling increased very 
considerably, and on November 5th Dr. Gemmell opened the abdomen. 
The omentum was adherent to the abdominal wall. The coils of intestine 
were matted together and adherent to the tumour, and were only separated 
with much difficulty. The tumour was then reached, and found to be 
firmly fixed to the back of the broad ligament and pelvic wall. In 
separating the tumour it was torn at its lower portion, and some feetid, 
thick, curdy, jelly-like pus exuded. The broad ligament was ligatured 
and the tumour removed. 

On the left side the ovary was firmly fixed to the sigmoid flexure. It 
was hard, and in the process of separation caseous matter was extruded. 
The left ovary was disorganised and the left tube blocked by a plug of 
calcareous material. Its fimbriated end was closed and hard. 

There was no sign of miliary tubercle or pyosalpinx. The general 
peritoneal cavity was not opened up. Drainage was adopted by an 
incision into the vagina, through which a gauze drain was passed. 
The abdomen was then closed. 

There were no symptoms or signs of tubercle in any other organs of the 
body. 

Examination of the parts removed revealed the following condition :— 


Right appendages.—The tube is adherent to the ovary; its fimbriated 
end is closed, and lost in the tumour. The cut uterine end is patent and 
free from pus. On section the ovarian stroma is seen to be riddled with 
foci of suppuration, and the character of the exudate is curdy and cheese- 
like in all. The section after hardening in formalin has a marbled 
appearance. 

Left appendages.—The left ovary is completely destroyed by the 
tubercular process, and the tube is solid with the caseous matter in its 
lumen. : 

The pus contained putefractive organisms, bacteria and staphylococci, 
but no streptococci, gonococci, or tubercle bacilli. Microscopical sections 
of the ovarian stroma showed well-marked tubercular giant cell systems. 
The condition of the left appendages leads to the conclusion that the 
disease was presenti first upon that side, and that resolution took place 
after caseation, just as is found in many cases of tuberculosis of the lung. 
The absence of tuberculosis, except at the fimbriated end of the tube, where 
the latter was adherent, and the marked disease in the ovarian stroma, with 
absence of signs or symptoms of tubercle in any of the other systems, lead 
to the conclusion that the case was one of primary ovarian tuberculosis, 
and that with removal of the ovaries and tubes there will probably be an 
arrest of the disease. 

Dr. Luoyp Roserts thought that the extreme disease of the ovary as 
compared with that of the tube was certainly in favour of a primary 
ovarian tuberculosis. 

Dr. A. Donatp had noticed in the cases of tubercular pelvic disease he 
had seen that there had been an acute onset, and that there had been 
difficulty with suppuration of the wounds after operation. 

Dr. E. O. Crorr thought the fact that the menstruation had been 
normal was interesting. He had observed three cases of tubercular 
disease of the female generative organs; one a tubercular pyosalpinx, 
another of tubercular salpingitis leading to pelvic abscess, and the third a 
tubercular cervicitis. In all these cases amenorrhcea of many months’ 
duration was a marked symptom. 
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Czsarean Section for Labour Obstructed by an Ovarian Dermoid. 


Mr. R. Fave.u (Sheffield) described the case of a woman, aged 35, 
VI.-para, in whom he had diagnosed an ovarian tumour some years before, 
but she had declined operation. The fifth labour was terminated with 
great difficulty by version. Mr. Favell saw her when in labour for the 
sixth time. The tumour occupied the pelvis, and was tense and bulging. 
The os was fully dilated. The abdomen was opened, but owing to the dense 
adhesions it was found impossible to remove the tumour without first 
performing Cesarean section. The adhesions were then separated, and the 
cyst removed. The child was living, and the mother made a good recovery. 
The cyst contained much hair and sebaceous material. 


Ovariotomy in a patient four months Pregnant. 


Dr. W. WatteR (Manchester) gave particulars of a case of ovariotomy. 
performed on a patient, aged 31, who was four months pregnant. The 
cyst was the size of an ostrich’s egg, and had a fairly long pedicle, which 
was twisted once. No change in the cyst-wall or contents had resulted 
from the rotation. In order to lessen as far as possible the risk of the 
operation being followed by miscarriage, special care was taken during the 
necessary manipulations to avoid interfering with the uterus, the pedicle 
being secured as far from the uterine wall as safety permitted. Some 
considered that the influence of ovariotomy upon pregnancy was less 
marked during the fourth and third months than during the second or 
later months, but Dr. Walter inclined to think that the closer to the 
uterine wall the pedicle was ligatured the greater the chance of irritation 
resulting in miscarriage. The cyst removed was exhibited. 


Vaginal Hysterectomy for Pelvic Peritonitis. 


Dr. WattER also showed a uterus and occluded tubes removed by 
vaginal hysterectomy from a patient, aged 34, who had suffered for some 
time from pelvic peritonitis. The ovaries were found embedded in 
adhesions, and only a portion of the right ovary could be removed. 
Hysterectomy was therefore performed, being less dangerous in this 
particular case than persistent efforts at completing a double oéphorectomy. 
The vaginal route had been selected, as the diseased appendages were felt 
low in the pelvis, and apparently easily accessible. The patient did well. 


Fibroid Polypus weighing three pounds eleven ounces. 


Mr. R. Faveun (Sheffield) showed this specimen. The tumour had 
developed a long pedicle two and a half inches in circumference attached 
to the fundus of the uterus. The patient had suffered from menorrhagia 
for a little over two years, but had only been confined to her bed for the 
past three weeks. On the day before the operation the tumour had been 
expelled from the vagina spontaneously, without causing any inversion of 
the uterus or injury to the perineum, although the pedicle retained its 
attachment. The polypus was removed by division of the pedicle with the 
écraseur, and the patient made a good recovery. There was no evidence 
of sloughing, and involution of the uterus rapidly took place. There had 
been apparently no alteration in the shape of the tumour resulting from its 
passage through the pelvis. 
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EDINBURGH OBSTETRICAL SOCIETY.—Szssion 64. 
First Meeting, November 12, Dr. James Ritcutsg, President, in the Chair. 


The following were elected office-bearers for the session :—President : 
Dr. James Ritchie; Vice-Presidents: Dr. Haig Ferguson, Professor 
Simpson; Secretaries: Dr. William Fordyce, Dr. Lamond Lackie; 
Librarian: Dr. Haultain; Editor of Zransactions: Dr. Lamond Lackie; 
Council: Dr. Berry Hart, Dr. Brewis, Dr. Milne Murray, Dr. Buist 
(Dundee), Sir Halliday Croom, Dr. Dewar, Dr. Matheson Cullen, Dr. 
Moorhouse (Stirling). 

Dr. James Rircuis, President, delivered the opening address. He 
referred to the great strides that had been made in operative gynecology, 
but said that it would be a mistake to consider that gynecology was a 
science which found its indications most ‘frequently fulfilled by operative 
interference. As in the legal profession, many of its most able and 
trusted members endeavoured to keep their clients from that which was 
associated with risk and uncertainty—a law plea—so most medical men 
were desirous, if possible, to preserve their patients from the risks, 
uncertainties, and sometimes, alas! mutilations of operation. No doubt 
many conditions called for operation, but a larger proportion of the 
diseases peculiar to women did not require operative interference. He 
instanced many conditions and symptoms which were amenable to treat- 
ment without operation, referring especially to disorders of menstruation 
and to the various ailments of the menopause. The majority of patients 
were primarily dependent on their ordinary medical attendant, and did 
not early seek the advice of an operating specialist. Early diagnosis was 
of prime importance in such cases as those of ovarian tumour and cancer 
of the uterus, but, especially in the latter case, was not always easy. The 
question of operation for uterine cancer was still swb judice, but with early 
diagnosis and improved technique the results were more encouraging. In 
the later stages of cancer, life was often prolonged by palliative measures. 
The President remembered an elderly woman who lived for ten years after 
the removal of large epithelioma of the cervix by the galvano-cautery. It 
was important to determine in what cases interference was unnecessary. 
In many cases of retroflexion of the uterus the reposition of the organ and 
the adjustment of a pessary gave relief to all the symptoms. Further, a 
displacement was often not the cause of symptoms at all. On the other 
hand, now that the vermiform appendix, for example, occupied so very 
large a portion of the field of medical vision, it was well to bear in memory. 
when we were dealing with a female patient that organs in the neighbour- 
hood might be the source of inflammatory trouble there. Symptomatic 
treatment was to be guarded against; in all cases the discovery and 
removal of the cause should be aimed at. The President then considered 
some points in the treatment of amenorrhcea, dysmenorrhcea, and 
menorrhagia, pointing out that much could be done by hygienic, 
therapeutic, and dietetic measures. In conclusion, the President referred 
to the difficulty of combining practice and scientific work. But there were 
many examples of outstanding men in practice who had also been renowned 
as scientific workers. It was a slander to refer with thinly-veiled sarcasm 
to practical men as if they were empiricists, and to suppose that a man 
in practice could not be scientific. He might not have time for original 
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scientific research, but his work might all be done in a thoroughly 
scientific spirit. 


Dr. Frost read 


Notes on a Case of Eclampsia where Rapid Dilatation of the 
Cervix was Effected by Bossi’s Dilator. 


The patient was a multipara at the ninth month of her eighth pregnancy. 
The eclamptic seizures were severe, but labour had not commenced. The 
cervix was dilated in thirty-five minutes by means of Bossi’s dilator ; 
forceps were then applied, and a living child delivered. The convulsions 
continued for some hours afterwards, but the patient ultimately 
recovered. 

Professor Simpson related a similar case recently under his care, in 
which he had found Bossi’s dilator of great use. 


Meeting, December 10th, 1902, Dr. James Ritcuis, President, in the Chair. 


PROFESSOR SIMPSON showed several specimens including three uterine 
fibroids ; one was complicated by a large ovarian cyst and an umbilical 
cyst, the second was one where the sloughing portion of the tumour had 
been previously removed, the third showed diseased condition of the 
ovaries. 

Dr, Berry Harr showed (1) a calculus of the kidney-pelvis removed by 
lumbar incision ; (2) tubal mole ; (3) cystic ovaries with marked adhesions. 

Dr. Scorr Maccrecor showed (1) an ovarian tumour; (2) cancerous 
uterus removed by vaginal hysterectomy. 

Dr. LamMonp Lackiz showed a soft uterine fibroid removed by abdominal 
hysterectomy from a patient xt. 40. The tumour had grown very rapidly 
and was so soft that the diagnosis from an ovarian cystoma proved very 
difficult, as there was no bruit and no menorrhagia. 

Dr. Forpyce showed an extra-uterine gestation sac. The patient had 
suddenly collapsed from pain and internal hemorrhage. Delay in operat- 
ing was advised at the moment, but as the patient did not improve, Dr. 
Fordyce operated two days later. He found the abdomen full of blood and 
the gestation sac was discovered in the left flank. 


Dr. Brewis read a note on 


Two Cases of Cancer of the Cervix at the fifth month. 


treated by Pan-Hysterectomy, with Remarks on the Treatment of Cancer 
during Pregnancy. He gave particulars of two cases recently under his 
care, both removed. Dr. Brewis then made remarks on the surgical 
treatment of cancer during pregnancy (1) in cases where the disease 


is confined to the uterus; (2) in cases where the disease has extended 
beyond the uterus. 


Dr. Lamonp Lack read a paper on 


Some Cases of Non-Septic Puerperal Pyrexia. 


He gave the details of six cases and made remarks on each. They were: 
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(1) puerperal neurosis, (2) puerperal scarlatina, (3) puerperal influenza, 
(4) puerperal appendicitis, (5) puerperal diphtheria, (6) puerperal reten- 
tion of urine. The paper was illustrated by diagrams of the temperature 
charts of all the cases. 


GLASGOW OBSTETRICAL AND GYNZCOLOGICAL SOCIETY. 
Meeting, November 26th, 1902, Dr. Nice, Starx, President, in the Chair. 


Dr. Jarpine showed a four-pronged modification of Bossi’s cervical 
dilator. 


Obstetrical Paralysis. 


Dr. R. H. Parry gave a demonstration of three cases of this condition. 
In case I., version had been performed to deliver the child, and considerable 
trouble had been experienced on account of the arms slipping upwards. 
The muscles supplied by the fifth cervical root alone were involved. 
Internal rotation and pronation of the forearm, characteristic of the 
malady, were present. In case II., the right fifth and sixth roots were 
involved. Delivery had been tedious, and the presentation had been a 
breech. The entire upper arm was somewhat atrophic, and all the muscles 
were involved; there was no wrist-drop, but the extensors were probably 
implicated. A torticollis was present. An operation was performed to explore 
the brachial plexus. The sterno-mastoid, scalenus medius and scalenus 
anticus muscles had evidently been ruptured, and the fifth cervical root 
was found embedded in thickened connective tissue, from which it was 
freed. The operation was borne well, and latterly there had been decided 
improvement. In case III., delivery was instrumental, and artificial respira- 
tion was carried out for nearly two hours. There was considerable 
bruising of the left arm. All the roots of the brachial plexus were 
involved, and the prognosis was considered to be very bad. The speaker 
referred to experiments which had been carried out in America on the 
cadaver to determine the etiology of injury to the cervical roots during 
delivery. 

Dr. CampsEeLL showed a child, now two and a half years old, with 
obstetrical paralysis involving both arms. An account of the labour, which 
had been a tedious breech, was given. No treatment had been tried, and 
considerable improvement had taken place since birth. 

Dr. Love brought forward an adult to show the remote effects of 
obstetrical paralysis. The history of the confinement was not available. 
The involvement of the arm had been severe. Spontaneous recovery had 
taken place; function was good. The shoulder was markedly atrophic, 
and the arm was thinner and shorter than the sound one. A torticollis 
was present on the opposite side. There was a slight depression on the left 
frontal region, and this was pointed out as possibly indicating a difficult 
labour. 

Dr. Ness demonstrated another case of obstetrical paralysis in a child 
two and a half years old. Delivery had been by the breech. Latterly 
there had been some improvement. Dr. Ness then showed a case of 
diplegia, and discussed the etiology. 

The Presipent, Drs. RusseLi, JaRpINe and Dovcias discussed the 
cases. 

In reply. Dr. Parry remarked that from his experience in the second 
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case brought before the Society, he would be inclined to resort to operative 
treatment in selected cases. 


Cranial Depressions. 


Dr. MacLennan showed a child aged nine months where a cranial 
depression, formed during birth, had been elevated when the child was 
fourteen weeks old. No improvement had taken place since birth, and the 
bone was very averse to replacement. It was broken into fragments, which 
adhered to the pericranium, and which eventually set in their new position. 

Dr. Jarpine brought before the meeting a case where he had elevated a 
cranial depression. Casts illustrative of the condition before operation 
were shown. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 


SECTION OF OBSTETRICS. 
Meeting, Friday, November 28th, 1902. 
Drs. Ne1tt and McWrenry read notes on a case of 


Puerperal Eclampsia. 


Catherine R., ext. 28, admitted to the Coombe Hospital on April 20th, 
1902. Second pregnancy—first was natural, fifteen months ago. Patient 
was attended in the external department on April 20th by the Clinical 
Clerk about 10 p.m., who found her in a comatose condition, having had 
a severe fit. He administered } gr. morphia hypodermically, and had her 
removed to hospital without delay. On admission she was in a condition 
of deep coma, the contraction of the pupils, however, not being very 
pronounced; the skin was dry, and the temperature subnormal—in the 
axilla—the pulse being 63; she was not in labour. She was at once put 
into a wet pack and given croton oil m.ii. The catheter was passed, and 
about 7 ozs. of bloody urine drawn off. An enema of soap and water was 
given, which was retained. She was kept constantly on her side, and 
after two hours was taken out of the pack. She remained quiet until 
3 a.m. of the following morning, when she had a severe fit, which lasted 
15 minutes. She was again put into the pack, and given } gr. of morphia 
hypodermically. At 3-50 a.m. she had another fit, which did not last so 
long. She was then taken out of the pack, and at 4-15 a.m. had another fit ; 
at 5-45 a.m. she was given a glycerine enema, which was also retained. At 
6-30 a.m. she was again put into the pack and given mj. of croton oil. She 
remained perfectly quiet until 8-30 a.m., when the respirations were observed 
to be rather slow, the pupils also being dilated, the pulse remaining fairly 
good. She died rather suddenly and undelivered about 8-40 a.m., having 
remained unconscious from the time of her admission. The fcetal heart 
could not be heard. Percentage of urea in the urine was 0°8 per cent. 

Dr. ALFrep Situ said, in regard to its etiology, that the kidney was 
most frequently blamed for this disease, but he was very doubtful if this 
was always correct. The kidney in Dr. Neill’s case was apparently 
normal, except for the congestion, which is frequent in cases of toxemia, 
and incompetence of the liver was probably to blame. 

Dr. Kipp thought that a good deal might be said as to the liver being 
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the cause, but we would wait a long time if we referred all cases of 
eclampsia to any one organ. He said that there must have been 
tremendous pressure on the ureters, but did not know if that had any 
bearing on it. 

Dr. Neviiue said that the treatment seemed to him to be the point of 
interest. The strain on the right side of the heart must have been very 
great, and having seen a case of status epilepticus treated by bleeding from 
the forearm, which immediately gave very remarkable relief, he thought 
if it had been adopted in this case the patient might have survived the 
attack. 

Dr. Hastincs Twsepy, speaking of the toxemic theory, said that 
Bouchard was the originator of it, and had entirely proved his case from 
his own point of view, but Bouchard’s theory had been refuted, and now 
we were much less certain of the toxemic theory. The great mistake 
Bouchard made was that he drew off the urine without any aseptic 
precautions; it is now found that every urine is toxemic if left for any 
length of time exposed to the air. When drawn off with proper aseptic 
precautions eclamptic urine shows no toxin, and has no worse effect on 
rabbits, etc., than urine in normal health. The body naturally secreted 
poisons which had to be eliminated through the kidneys, but sometimes 
these organs appeared to be sluggish, and did not secrete as much as they 
should, and the result was seen in headaches, dyspepsia, etc., which was 
especially seen in women. These symptoms were cured by drinking warm 
water, and he thought that pregnant women should drink more fluid ; the 
want of it was shown by headaches, then twitching, and finally eclampsia. 
In pregnancy not only had a woman to eliminate her own poisons, but also 
those of the foetus, and this double dose, combined with the fact that her 
nervous system was then more excitable, made her a good subject for 
eclampsia. He referred to the difficulty which Dr. Neill had in getting 
the bowels of his patient to move with croton oil, and said that one drop 
was nothing ; up to six or seven could be given. He thought that in some 
cases the poison was not in the blood, but deposited in the solid tissues, 
and therefore bleeding was of use, because it drew it into the blood stream. 
He doubted if pressure on the ureters could be the cause of eclampsia. 

Dr. NxILL, in replying, said that in these cases the kidneys were not 
always diseased, but that often they were. He then referred to a patient 
who was admitted to hospital suffering from albuminuric retinitis. She 
got well, She was some months pregnant, and developed eclampsia. 
Though she recovered from this, she became totally blind. She had five 
bad fits, then they ceased, and three weeks afterwards a macerated foetus 
was expelled. There was a large quantity of albumen in the urine. In 
that case undoubtedly the kidneys were diseased. Other cases, he said, 
had shown larger quantities of albumen, but it quickly disappeared. He 
never performed venesection ; the patients were simply kept as quiet as 
possible. In nearly all the cases of eclampsia he had seen there had been 
very little post-partum hemorrhage. He had seen a fatal case of 
eclampsia in which the convulsion came on after the child was born. In 
this case there was very advanced tuberculous disease of the lungs. He 
said that 2 minims of croton oil were given, and at the post-mortem 
nothing was found in the bowels. The stomach was greatly distended with 
gas; the small intestine was empty. There was nothing abnormal in the 
abdominal cavity except the ureter, which was quite unrecognisable from 
its enormous distension, 
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REVIEWS OF RECENT BOOKS. 


A Text-Book oF THE ScrENcE AND Arr or Oxsstetrics. By Henry J. 
Garrigues, A.M., M.D., Consulting Obstetric Physician to the New 
York Maternity Hospital, ete. Philadelphia and London: J. B. 
Lippincott Company, 1902. Price 25s. net. 


This is a handsome volume of over 800 pages, with 504 illustrations. 
In all American text-books illustrations are more profusely employed and 
better executed than in their English rivals. It is to be hoped, however, 
that American writers will not forget that a scientific manual is not 
primarily a picture-book, but a work the value of which must depend in 
the main upon the reading matter which it contains. While the 
illustrations in Dr. Garrigues’ book compel our admiration of the 
American process-block and of the generosity of the American publisher, 
the text, in our opinion, leaves much to be desired. As the science and 
art of obstetrics advance, it is no doubt desirable that new text-books 
should be written ; but they should faithfully present the existing condition 
of the science and art, and clearly set forth recent advances, or their 
utility may be represented in decimal points of zero. The only depart- 
ment of the science of obstetrics, as we use the term, in which important 
advances have of late years been made is the subject of the implantation 
of the human ovum and the development of the young placenta. Let us 
see how Dr. Garrigues presents this important subject. 

He begins by comparing in graphic terms the decidua of menstruation 
with that of pregnancy, “one being, as it were, a pocket edition, and the 
other an editzon de lure of the same work.” He refers to the recent work 
of Peters and Merttens (which he spells on p. 33 “ Mertens”), and then 
goes on (p. 29) to describe the decidua reflexa, which he says is formed 
from “tissue which grows up around it from the surface of the mucous 
membrane of the uterus, and soon closes over it, so as to embed it entirely.” 
This mode of development he illustrates with a drawing taken from 
Peters’ well-known monograph. It is evident that while the author makes 
use of Peters’ illustrations, he has failed to master the details of that 
observer's splendid work; for one point which it has settled, probably 
for all time, is that the ancient view of the development of the reflexa, 
here so faithfully reproduced, is incorrect. In reality the ovum sinks 
into the uterine decidua, and buries itself there, absorbing the tissue it 
comes in contact with, and there is no such process as covering in the 
ovum by growth of the mucous membrane around it, for the ovum 
develops within that membrane. The diagram taken from Peters shows 
this clearly, and quite contravenes the text. Again, on p. 33 the author 
states that the endothelium of the maternal vessels extends over the inside 
of the intervillous spaces. It is true that in 1887 Waldeyer advanced this 
view, and claimed that he had detected an endothelial covering to the 
intervillous spaces of an adult placenta. Since that time, however, no 
other observer has been able to confirm his results, and the view has been 





100 Journal of Obstetrics and Gynecology 


condemned by practically all authoritative writers on the subject. It is 
unfortunate that it should be reproduced without comment or qualification 
in a modern text-book. Once more, on p. 36, the author states that 
decidual giant-cells wander into the intervillous spaces, and gradually fill 
them up, causing “thrombosis of the sinuses”! Presumably he has 
misunderstood the observation first recorded by Friedlander in 1870, and 
since frequently confirmed by others, that decidual giant-cells are often 
carried into the subplacental sinuses in the uterine wall, and there cause 
thrombosis during the later months of pregnancy, but they are not met 
with in the intervillous spaces. We have praised Dr. Garrigues’ illustra- . 
tions in the aggregate, but we feel bound to remark of Fig. 46 that it 
is quite time this diagram was relegated to obscurity. It has been copied 
from one obstetric text-book into another for nearly twenty years. The 
author attributes it to Liégeois; Playfair in his text-book refers it to 
Joulin. In any case, nothing more unlike a chorionic villus could well be 
devised, and nothing more misleading to the student who is expected 
to recognise these structures under the microscope. As it is the only 
illustration of the structure of a villus which the author gives, there is 
nothing to counteract its mischievous effect. 

Another subject which has attracted great attention of late years is 
the pathology and etiology of eclampsia. What is known as the “ toxemic 
theory” of this condition is practically a product of the last ten years, 
and it is not too much to say that it has obtained general acceptance in 
Germany and France. But Dr. Garrigues makes no reference to the 
experimental data with regard to the toxicity of the urine and the blood 
in eclampsia, upon which the toxzmic theory is based, nor does he make 
any allusion to the existence of such a theory. . 

With regard to the sections dealing with practical subjects, no fault 
can be found; they appear to us to be admirably executed. The modern 
obstetric operations of symphyseotomy and Cesarean section are fully 
discussed in all their bearings. An excellent anatomical description is given 
of the parts concerned in the former operation, and four different methods 
of performing it are discussed, the author having no marked preference 
in his own mind for any. 

In describing Cesarean section he does well to insist upon the 
importance of careful preparatory disinfection of the vagina, especially 
in cases in which the operation is performed after labour has been for 
some hours in progress. If the risk of intra-uterine sepsis could be 
eliminated, the present low mortality of the operation would be still 
further diminished, and the prophylactic importance, from this point of 
view, of disinfecting the vagina is undoubted. The author prefers to turn 
the uterus out of the abdomen before incising it, and advocates a 6 to 
7 inch incision in the abdominal wall; indeed, he does not mention the 
fact that it is possible to perform the operation without doing so. 
Fritsch’s fundal incision is spoken of with marked approval, and the 
author is opposed to sterilization of the patient by any method whatever. 

In conclusion, we feel bound to suggest to Dr. Garrigues the propriety 
of omitting in subsequent editions the chapter entitled “Copulation,” in 
which are set forth, among other things, the uses of vaseline, and the 


position in which sexual intercourse may be comfortably practised in 
advanced pregnancy! 
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ANASTHETICS: A Practica, HanpBoox. By J. Blumfeld, M.D, Cantab., 
Assistant Anesthetist to St. George’s Hospital; Anesthetist to the 
Grosvenor Hospital for Women and Children. Medical Monograph 
Series, No. 7. Crown 8vo. Pp. 109. Price 2s. 6d. net. London: 
Bailliére, Tindall and Cox, 1902. 


Though the administration of anesthetics is an art which can only be 
acquired by constant practice, a small book like this may be very helpful 
in smoothing the way for the beginner and enabling him to benefit as 
much as possible from the experience of others. It aims at supplying a 
brief account of the principles upon which the common anesthetics are 
selected and administered, and of the practical details involved. Only 
those agents in common use for the production of general anzthesia— 
nitrous oxide, ether, chloroform, and their combinations—are considered, 
and the book, in accordance with the object of the series to which it 
belongs, has been kept within reasonable limits. Ether is recommended 
as a routine anesthetic, and the practitioner, whose use of anesthetics 
is occasional only, is advised to perfect himself as far as possible in its 
administration. The chloroform-ether mixture—z.e., A.C.E. without the 
alcohol—is suggested by the author as better fitted than pure chloroform 
for the ordinary work of country practice. The chapters which will be 
found most useful are those on the choice of anzsthetic, and on the dangers 
and troubles incidental to anesthesia. They contain many excellent 
suggestions and much good advice, and are worthy of careful study, even 
by the experienced anesthetist. We do not quite agree with the author’s 
teaching on the Clover inhaler. It is surely a mistake to advise the 
administrator, as a routine practice, to rotate the reservoir to full after 
three or four minutes, and to keep it there till after the skin incision. 
Certainly, among women few patients require the indicator to be turned 
beyond 2, and in many the strong ether vapour gives rise to troublesome 
symptoms. It is better to teach students to aim at the production of 
complete anesthesia at the lower index rather than make a rule of 
employing the full capacity of the apparatus. Apart from a few minor 
points, the instructions are good, and are given clearly and concisely, and 


the book may be. commended to the notice of those engaged in the teaching 
of anesthetics. 


Kystes Hypatiques PENDANT LA GROSSESSE, L’ACCOUCHEMENT ET LES 
Suirzs pe Covcuzs. By Dr. Jaroslav Franta, Avec un Résume 
Frangais. (Hydatid Cysts in Pregnancy, Labour and the Puer- 
perium ; with a Summary in French). Prague, 1901. 


We have already published an abstract of this important monograph in 
the Journat for last April (vol. i., p. 445). A summary of Dr. Franta’s work 
also came out in the Annales de Gynécologie et d’Obstétrique for March, 
1902. This, the original work, is perhaps handier for the student of 
obstetrics, gynecology and abdominal tumours. True, we doubt if many 
of our readers can read the language in which the greater part is written, 
the noble Czech tongue, spoken by Huss, Jerome of Prague and John 
Ziska, famed in history, by living scientists, including the great authority 
on the histology of the biliary ducts, Chrzonszczewsky, so familiar to us in 
the pages of Quai’s Anatomy, and by the distinguished and more 
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pronounceable Professor Pawlik, the great contemporary teacher of 
Obstetrics in the Czech University of Prague, under whose auspices (as we 
understand, as far as we can translate the preface) this really invaluable 
treatise was prepared. But whilst the bulk of the work can be only a 
philological curiosity to us, its pages include a very fine series of copious 
tables in French, with analyses in full. Franta has already succeeded in 
turning much attention to hydatid disease in association with gestation 
and the female organs. We find, according to the Centralblatt fiir 
Gynikologie for November 22nd (p. 1,281), that Knauer recently operated 
on a young woman with a large abdomino-pelvic tumour, which proved to 
be a hydatid cyst, originating in the parametrium behind the cervix. 
Some British or American writer might profitably prepare a monograph 
on hydatid disease of the pelvic and abdominal organs in women, 
independently of gestation and parturition, so as to include cases reported 
by Freund and Cullingworth. For such a purpose the footnotes to the 
Bohemian text of Dr. Franta’s work will be of great service, as they 
consist of copious references to English, French and German works on 
hydatid disease. 


TRANSACTIONS OF THE RoyaL ACADEMY OF MEDICINE IN IRELAND. Edited 
by John B. Story, M.B., F.R.C.S., General Secretary, Surgeon to St. 
Mark’s Ophthalmic Hospital, Dublin. Vol. XX. Dublin: Fannin 
and Co. Ltd., 1902. 


The reports of the meetings of the Sections in Obstetrics have mostly 
been published in our pages. Beyond the limits of that Section we may 
turn attention to Dr. J. M. Finny’s case of dermatitis gangrzenosa in a 
child, aged 2, and Dr. W. J. Thompson’s “ Notes on a Huge Abdominal 
Cyst.” It occurred in a mechanical engineer, who died after repeatedly 
declining to submit to operation. It was seen to be connected with the 
pancreas. Dr. Thompson referred to Mr. Jordan Lloyd’s suggestion that 
cysts of that kind were often the result of contusions or traumatism ; 
hematoma of the lesser peritoneal cavity, caused by blows, certainly 
simulates pancreatic cyst. Cases in women are puzzling. Mr. Alban 
Doran reported one example of true pancreatic cyst in a communication 
read before the Medical Society of London in December, 1897. The 
patient was a servant girl, subject to attacks of melancholia, and injury 
was quite probable. The case is reported in the British Medical Journal, 
December 13th, 1897. Turning back to these 7'ransactions, we find some 
instructive notes by Dr. McWeeney on a large blood-cyst of the lesser 
peritoneal cavity, which in this instance was in a female subject. The 
clinical history was unfortunately imperfect, but it is important to note 
that the tumour had been noticed by the patient for ten years. It held 
about two quarts of old blood. Had she been pregnant during the 
existence of the tumour diagnosis would have been puzzling. These two 
cases remind us that blood-cysts of this kind, as well as the more 
generally known true pancreatic cysts, may exist in the female. In the 
Anatomical Section we find two communications of special interest to our 
readers. The first is Dr. Gillman Moorhead’s instructive “ Notes on the 
Abdominal and Pelvic Viscera in Advanced Pregnancy.” The notes 
consist of a report of a female subject, where death occurred in the seventh 
month ; the viscera were hardened tn situ by formalin. There was lateral 
rotation, so that the left ovary and tube came into relation with the 
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anterior abdominal wall just external to the middle of Poupart’s ligament 
on the left. The displacement of the layers of the broad ligament is 
minutely described. The bladder shared in the obliquity and rotation 
of the uterus, the right ureter was obviously exposed to pressure by the 
uterus ; the obliquity of the bladder produced a difference in the levels of 
the vesical orifices of the two ureters. The right kidney was slightly 
displaced downwards; it presented an upper facet in relation to the liver, 
and a lower facet on which the uterus rested. Over both facets the fatty 
capsule had completely disappeared. This displacement downwards, 
together with the atrophy of the fatty capsule, may account for the 
greater frequency of movable kidney on the right side. The left kidney 
lay at its normal level, in its normal fatty investment. The second 
communication in the Anatomical Section of special interest to us is Dr. 
T. G. Moorhead’s “ Relative Weights of the Right and Left Sides of the 
Body in the Foetus.” It is based on numerous weighings of subjects at 
different terms. According to these researches, the centre of gravity of the 
body is placed, from at least the fifth month of foetal life, to the right of the © 
mesial plane, the thoracic and abdominal viscera on this side representing 
52°6 per cent. of the total weight of the viscera, as compared with 47°4 
per cent. on the left side. The child, therefore, enters on its extra-uterine 
existence with a marked right-sided bias. In conclusion, we must turn 
attention to Drs. Bennett and Patten’s report on “ The Visceral Anatomy 
of a Double Female Monster.” The twins were joined from the top of the 
sternum to the umbilicus, and the object of the dissection was to determine 
if it could have been possible to have separated the infants at birth. The 
dissection showed fusion of the auricles into a single cavity and extensive 
amalgamation of the livers. Thus successful separation would not have 
been feasible. These notes are of interest, as several separations of 
conjoined twins have been performed recently, Mr. Doyen’s in particular 
being of much interest. Let it be remembered that in Bennett and Patten’s 
case the extent of fusion was not great, and external examination alone 
seemed to favour operative interference. 

RECORD OF THE JUBILEE CELEBRATIONS AT OWENS COLLEGE; ISSUED AT 
THE REQUEST OF THE CoUNCIL BY THE CoMMITTEE OF THE “ OWENS 
CotLtece Union MaGazing.” Manchester: Sherratt and Hughes, 
1902. 

A publication of considerable interest. John Owens, a native of 
Manchester, died in 1846, and bequeathed a sum of over £96,000 for the 
establishment of a college in that city. “The Owens College,” as it is 
correctly styled, was opened in March, 1851. As early as 1856 negotiations 
were begun for the union of the Manchester Royal School of Medicine with 
the college. That school had been founded by the surgeon, Thomas Turner, 
in 1824. The great Dalton was appointed Lecturer in Chemistry. It 
claimed to be the first school of medicine outside London, both in date and 
efficiency. The union of the school to the college was not effected till 
nineteen years after it was first proposed in 1872; it became the medical 
department of Owens College. It has proved itself an excellent school, and 
the readers of the JourNAL must be aware that obstetrics and gynecology 
were taught there until recently by Dr. Cullingworth, and are now taught 
by Professor Sinclair, both members of our staff. The Jubilee celebrations 
were brilliant, and numerous addresses from British and foreign 
universities testified to the esteem in which Owens College is held in the 
academic world. 
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